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From  Lilly/Dista  Research 

NALFOI^ 

fenopnjfen  calcium 


<B'.H  sn^n 


300-mg.'  Pulvules® 


Dista  Products  Company 

Division  of  Ell  Lilly  and  Company 
Indianapolis,  Indiana  46206 

Additional  Information  available  to  the  profession 
on  request. 

•Present  as  345,9  mg.  of  the  calcium  salt  of  fenoprolen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 
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1977  Leadership  Conference 
January  28-29— Raleigh 
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1977  ANNUAL  SESSIONS 
May  5-8— Pinehurst 


1977  Committee  Conclave 
Sept.  21-25— Southern  Pines 


A  pharmacokinetic 
character  all  its  own 


O-hydroxydiozepom 


Before  prescribing,  please  consult  complete 
product  information,  a  summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  wtiich  are  concomitants  of  emotional 
factors;  psycfioneurotic  states  manifested  by  tension, 
anxiety,  appretiension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  tiallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local 
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desmethyldiozepom 

Valium  (diazepam)  is  a 
benzodiazepine  with  a  distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 
The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a  pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a  factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 

Valium^ 

(di£.zepam)  ^ 

2-mg,5-mg,  10-nng  scored  tablets 

a  prudent  choice  in  psychic 

tension  and  anxiety 
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oxazepam 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy), 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
months  of  age.  Acute 
narrow  angle  glaucoma; 
may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and,  or  severity  of  grand  mat  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and  'c  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 


ROCHE 


Roche  Laboratories 
►  Division  of  Hoffmann-La  Roche  Inc, 
Nutley,  New  Jersey  07110 


Nine  million  Americans  find  love,  security,  escape, 
adventure,  and  an  early  death  in  this  bottle. 


They're  the  nine  million  alcoholics  in  this 
country.  But  most  of  them  aren't  the  skid 
row  drunks  you're  thinking  of. 

They're  the  ordinary  people  who  abuse 
alcohol.  Most  of  them  are  people  you'd 
never  suspect. 

The  bright,  young  man  who  works  with 
you.  The  housewife  next  door  with  two  nice 
kids.  The  president  of  your  company.  Your 
secretary. 

The  point  is,  it  could  be  anyone.  It  could 
even  be  you.  The  price  we  pay  for 
alcoholism  is  frightening. 

Last  year,  it  cost  our  economy  more  than 
$25  billion.  In  absenteeism.  Loss  of 
productivity.  Lost  sales.  Courts  costs.  And 
law  enforcement. 

But  alcoholism  eats  up  more  than  just 
profits.  It  eats  up  people. 

it  destroys  families.  Health.  Friends. 
Careers.  Dreams.  And  often,  life  itself. 

Alcoholics  can  get  well.  But  there's 


something  better  than  treatment    It's 
prevention. 

The  more  you  know  about  alcoholism  the 
better  you'll  be  able  to  guard  yourself  and 
your  family  against  its  dangers. 

That's  why  Blue  Cross  and  Blue  Shield  of 
North  Carolina  is  distributing  a  fully 
illustrated  booklet  on  alcoholism  entitled 
"The  Alcoholic  American."  For  a  free  copy 
write;  Blue  Cross  and  Blue  Shield  of  North 
Carolina,  Public  Relations  Division,  P.  0. 
Box  2291,  Durham,  North  Carolina  27702. 

If  you  drink  at  all,  you  should  have  a 
copy. 

What  you  don't  know  about  the  misuse  of 
alcohol  could  hurt  you.  It  could  even  kill 
you. 


Blue  Cross 
Blue  Shield 


IfAT 


North  Carolina  Medical  Society 
Major  Hospital  and  Nurse  Expense  Insurance 


$25,000  Major  Hospital  and  Nurses  Expense  Policy- 
75  percent  —  25  percent  Co-Insurance 


PLAN  A 

$100  DEDUCTIBLE 

Member's  Age 

Member 

Member  and  Spouse 

Member,  Spouse  & 
All  Children 

Under  40 
40-49 
50-59 
60-64* 

$  82.50 
125.00 
182.50 
286.50 

$206.00 
302.50 
417.00 
640.00 

$288.00 
384.50 
499.00 
722.00 

PLAN  B 

$300  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 

$  50.00 

76.00 

118.50 

180.00 

$114.00 
176.00 
254.00 
402.00 

$150.00 
212.00 
290.00 
438.00 

PLAN  C 

$500  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 
65-69** 

$  31.50 

51.50 

82.50 

138.50 

58.00 

$  69.00 
118.50 
182.50 
308.00 
170.00 

$  91.50 
141.00 
205.00 
330.50 
192.50 

PLAN  D 

$1,000  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 
65-69** 

$  23.50 

38.50 

62.00 

104.00 

43.00 

$  51.50 

89.00 

137.00 

231.00 

127.00 

$  68.50 
106.00 
154.00 
248.00 
144.00 

"  Shown  for  renewal  only.  Enrollment  limited  to  members  under  age  BO. 

''Integrates  with  Medicare  at  age  65. 

Premiums  apply  at  current  age  on  entry  and  attained  age  on  renewal.  Semi-annual  premiums  are  one-half  the  annual  plus  50  cents. 


Term 

Life  Insurance  Pre 

gram 

Member's 

Spouse's 

Age 

$10,000 

$20,000 

$30,000 

$40,000 

$50,000 

Age 

$5,000 

Under  30 

$  27 

$  54 

$  81 

$    108 

$   135 

Under  30 

$  11 

30-34 

29 

58 

87 

116 

145 

30-34 

12 

35-39 

38 

75 

114 

152 

190 

35-39 

15 

40-44 

56 

112 

168 

224 

280 

40-44 

22 

45-49 

84 

168 

252 

336 

420 

45-49 

34 

50-54 

131 

262 

393 

524 

655 

50-54 

52 

55-59 

203 

406 

609 

812 

1,015 

55-59 

81 

60-64 

306 

512 

918 

1,224 

1,530 

60-64 

122 

65-69 

242 

484 

726 

968 

1,210 

65-69 

97 

All  Children— $12  annually.  $2,500  after  age  6  months 

The  above  plans  quality  for  use  in  the  Professional  Association. 


For  Full   Information — Write  or  Call 

Golden-Brabham  Insurance  Agency,  Inc. 

Ralph  J.  Golden  Van  Brabham  III 

108   E.   Northwood   St.,   Phone:   BRoadway  5-3400,   Box  5395,  Greensboro,   N.  C.  27405 


Jl  Dual  Cl)allei)ge 


antihypertensive  therapy 


to  lower 
blood  pressure 

effectively... 


without 
compromising 

^  existing 

cardiac 

output 


in  hypertension 

TABLETS:  250  mg,  500  mg,  and  125  mg 

ALDOMET(METHYLDOPA1  MSD) 

helps  lower  blood  pressure  effectively... 
usually  with  no  direct  effect  on 
cardiac  function- cardiac  output 
is  usually  maintained 

ALDOMET  is  contralndlcated  in  active  hepatic  disease,  tiypersensitivity  to  the  drug,  and  if 
previous  methyldopa  therapy  has  been  associated  with  liver  disorders. 
It  is  important  to  recognize  that  a  positive  Coombs  test,  hemolytic  anemia,  and  liver  disorders 
■  may  occur  with  methyldopa  therapy  The  rare  occurrences  of  hemolytic  anemia  or  liver  disorders 
could  lead  to  potentially  fatal  complications  unless  properly  recognized  and  managed.  For  more 
details  see  the  brief  summary  of  prescribing  information. 

For  a  brief  summary  of  prescribing  information,  please  see  following  page. 
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in  hypertension 

ALDOMET 

(METHYLDOPAiMSD) 

helps  lower 
blood  pressure 
effectively... 
usually  with  no 
direct  effect  on 
cardiac  function- 
cardiac  output  is 
usually  maintained 


Contraindications:  Active  hepatic  disease,  sucti  as 
acute  hepatitis  and  active  cirrhosis:  if  previous 
methyldopa  therapy  has  been  associated  with  hver 
disorders  (see  Warnings):  hypersensitivity 
Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyldopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 
With  prolonged  methyldopa  therapy,  10%  to  20%  of 
patients  develop  a  positive  direct  Coombs  test, 
usually  between  6  and  12  months  of  therapy  Lowest 
incidence  is  at  daily  dosage  of  1  g  or  less  This  on 
rare  occasions  may  be  associated  with  hemolytic 
anemia,  which  could  lead  to  potentially  fatal  com- 
plications One  cannot  predict  which  patients  with  a 
positive  direct  Coombs  test  may  develop  hemolytic 
anemia  Prior  existence  or  development  of  a  positive 
direct  Coombs  test  is  not  in  itself  a  contraindication 
to  use  of  methyldopa  If  a  positive  Coombs  test 
develops  during  methyldopa  therapy,  determine 
whether  hemolytic  anemia  exists  and  whether  the 
positive  Coombs  test  may  be  a  problem  For  exam- 
ple, in  addition  to  a  positive  direct  Coombs  test 
there  is  less  often  a  positive  indirect  Coombs  test 
which  may  interfere  with  cross  matching  of  blood. 
At  the  start  of  methyldopa  therapy,  it  is  desirable  to 
do  a  blood  count  (hematocrit,  hemoglobin,  or  red 
cell  count)  for  a  baseline  or  to  establish  whether 
there  is  anemia  Periodic  blood  counts  should  be 
done  during  therapy  to  detect  hemolytic  anemia  It 
may  be  useful  to  do  a  direct  Coombs  test  before 
therapy  and  at  6  and  12  months  after  the  start  of 
therapy  If  Coombs-positive  hemolytic  anemia  oc- 
curs, the  cause  may  be  methyldopa  and  the  drug 
should  be  discontinued  Usually  the  anemia  remits 
promptly  If  not,  corticosteroids  may  be  given  and 
other  causes  of  anemia  should  be  considered  If  the 
hemolytic  anemia  is  related  to  methyldopa,  the  drug 
should  not  be  reinstiluted  When  methyldopa  causes 
Coombs  positivity  alone  or  with  hemolytic  anemia, 
the  red  cell  is  usually  coated  with  gamma  globulin  of 
the  IgG  (gamma  G)  class  only  The  positive  Coombs 
test  may  not  revert  to  normal  until  weeks  to  months 
after  methyldopa  is  stopped 
Should  the  need  for  transfusion  arise  in  a  patient 
receiving  methyldopa,  both  a  direct  and  "n  indirect 
Coombs  test  should  be  performed  on  his  blood  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive  A  positive  direct 
Coombs  test  alone  will  not  interfere  with  typing  or 


cross  matching  If  the  indirect  Coombs  test  is  also 
positive,  problems  may  arise  in  the  maior  cross 
match  and  the  assistance  of  a  hematologist  or 
transfusion  expert  will  be  needed 
Fever  has  occurred  withm  first  3  weeks  of  therapy, 
sometimes  with  eosmophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SCOT.  SGPT).  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  m  the  first  2  to 
3  months  of  therapy  In  some  patients  the  findings 
are  consistent  with  those  of  cholestasis  Rarely  fatal 
hepatic  necrosis  has  been  reported  These  hepatic 
changes  may  represent  hypersensitivity  reactions, 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6  to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs  If 
fever  and  abnormalities  in  liver  function  tests  or 
laundice  appear,  stop  therapy  with  methyldopa  If 
caused  by  methyldopa,  the  temperature  and  abnor- 
malities in  liver  function  characteristically  have 
reverted  to  normal  when  the  drug  was  discontinued 
Methyldopa  should  not  be  reinstituted  in  such  pa- 
tients 

Rarely,  a  reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen  Reversible  thrombocytopenia  has  occurred 
rarely  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur 
Patients  should  be  followed  carefully  to  detect  side 
reactions  or  unusual  manifestations  of  drug  idio- 
syncrasy 

Use  in  Pregnancy:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  requires  that  antici- 
pated benefits  be  weighed  against  possible  risks, 
possibility  of  fetal  injury  can  not  be  excluded 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings)  May  interfere  with 
measurement  of  uric  acid  by  the  phosphctungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SCOT  by  colorimetric  methods  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported 
This  will  interfere  with  the  diagnosis  of  pheochro- 
mocytoma.  It  is  important  to  recognize  this 
phenomenon  before  a  patient  with  a  possible  pheo- 
chromocytoma  is  subjected  to  surgery  IVlethyldopa 
IS  not  recommended  for  patients  with  pheochromo- 
cytoma  Urine  exposed  to  air  after  voiding  may 
darken  because  of  breakdown  of  methyldopa  or  its 
metabolites 

MSD  MERCK  SHARP  &  DOHME 


Stop  drug  if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascu- 
lar disease  Patients  may  require  reduced  doses  of 
anesthetics,  hypotension  occurring  during  anes- 
thesia usually  can  be  controlled  with  vasopressors. 
Hypertension  has  recurred  after  dialysis  m  patients 
on  methyldopa  because  the  drug  is  removed  by  this 
procedure 

Adverse  Reactions:  Central  nervous  system: 
Sedation,  headache,  asthenia  or  weakness,  usually 
early  and  transient:  dizziness,  lightheadedness, 
symptoms  of  cerebrovascular  insufficiency, 
paresthesias,  parkinsonism.  Bell's  palsy,  decreased 
mental  acuity,  involuntary  choreoathetotic  move- 
ments, psychic  disturbances,  including  nightmares 
and  reversible  mild  psychoses  or  depression. 
Cardiovascular:  Bradycardia,  aggravation  of  angma 
pectoris  Orthostatic  hypotension  (decrease  daily 
dosage)  Edema  (and  weight  gam)  usually  relieved 
by  use  of  a  diuretic  (Discontinue  methyldopa  if 
edema  progresses  or  signs  of  heart  failure  appear) 
Gastrointestinal:  Nausea,  vomiting,  distention,  con- 
stipation, tiatus,  diarrhea,  mild  dryness  of  mouth,  sore 
or  "black"  tongue,  pancreatitis,  sialadenitis. 
Hepatic:  Abnormal  liver  function  tests,  jaundice, 
liver  disorders. 

Hematologic:  Positive  Coombs  test,  hemolytic 
anemia.  Leukopenia,  granulocytopenia,  throm- 
bocytopenia. 

Allergic:  Drug-related  fever,  myocarditis 
Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarge- 
ment, gynecomastia,  lactation,  impotence,  decreased 
libido,  dermatologic  reactions  including  eczema  and 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 
Note:  Initial  adult  dosage  should  be  limited  to 
500  mg  daily  when  given  with  antihypertensives 
other  than  thiazides  Tolerance  may  occur,  usually 
between  second  and  third  month  of  therapy:  in- 
creased dosage  or  adding  a  thiazide  frequently 
restores  effective  control.  Patients  with  impaired 
renal  function  may  respond  to  smaller  doses.  Syn- 
cope in  older  patients  may  be  related  to  increased 
sensitivity  and  advanced  arteriosclerotic  vascular 
disease:  this  may  be  avoided  by  lower  doses. 
How  Supplied:  Tablets,  containing  125  mg 
methyldopa  each,  in  bottles  of  100:  Tablets,  contain- 
ing 250  mg  methyldopa  each,  in  single-unit 
packages  of  100  and  bottles  of  100  and  1000: 
Tablets,  containing  500  mg  methyldopa  each,  in 
single  unit  packages  of  100  and  bottles  of  100 
For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  informa- 
tion. Merck  Sharp  S  Dohme,  Division  of  Merck  & 
Co.,  he.  West  Point,  f^.  19486        j6amo7(707) 
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THERE  ARE  A 

LOT  OF  PEOPLE 

GETTING  BETWEEN 

YOU AND  YOUR 

PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  substitution  in  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a  dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a  product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a  background  ot  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent,  since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
"follow-on"  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a  risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a  Federal  regulation  designed  to  cut  the  Government's 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a  particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag    The  future  of  drug  and  device  re- 
search depends  upon  a  scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $  I  billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a  major  barrier  to  the  flow  of  new 
drugs  to  your  patients :  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That's  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a  difference  in  your  practice  tomorrow. 
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1976  AMA  CLINICAL  CONVENTION  ROUNDUP:   The  North  Carolina  entourage   along  with 
about  3,000  other  physicians  converged  on  Philadelphia  for  the  Clinical  Convention 
December  4-8.   Your  delegation  was  principally  involved  with  the  business  of  the 
House  of  Delegates,  but  other  members  of  our  Society  attended  continuing  medical 
education  courses  and  visited  the  various  exhibits  at  the  Convention  Hall.   The 
most  controversial  item  was  that  of  AMA  sponsorship  of  some  type  of  national 
health  insurance  legislation  and  endorsement  was  approved  by  a  vote  of  181-5  7. 
Approved  also,  with  some  modification,  was  our  Society's  resolution  calling  for 
the  AMA  to  oppose  the  illegal  distribution  of  prescription  drug  samples  to 
practitioners  not  authorized  by  law  to  prescribe  or  administer  the  drugs.   Com- 
plete details  in  the  December  13  AM  News . 


DELEGATION  TO  NOMINATE  JAMES  E.  DAVIS.  M.D.  FOR  VICE-SPEAKER:   AMA  delegates  and 
others  were  advised  at  the  Clinical  Convention  that  the  North  Carolina  delegation 
and  the  North  Carolina  Medical  Society  were  preparing  to  nominate  James  E.  Davis, 
M.D.,  of  Durham  for  Vice-Speaker  of  the  AMA  House  of  Delegates  at  the  1977  Annual 
Convention  in  San  Francisco.   The  present  Vice-Speaker  of  the  House,  William  Y. 
Rial,  is  running  for  the  speakership  which  is  being  vacated  by  Tom  E.  Nesbit,  M.D. , 
who  in  turn  is  running  for  the  presidency  of  the  AMA.   Dr.  Davis'  qualifications 
are  well-known  to  North  Carolina  members.   Even  though  the  announcement  came 
somewhat  later  than  2  others,  there  was  the  early  feeling  that  there  is  substantial 
support  for  Dr.  Davis. 

CABARRUS  COUNTY  SOCIETY  HONORS  ITS  DISTINGUISHED  PHYSICIANS:   At  a  special  meeting 
on  December  9,  the  Cabarrus  County  Medical  Society  honored  13  physician  members 
who  represented  a  total  of  500  years  of  medical  practice  in  Cabarrus  County. 
Physicians  given  this  special  recognition  were:   Anne  Stephenson  Adams,  Albert 
Earl  Earnhardt,  Archibald  Lipe  Barringer,  Frederick  Thorns  Craven,  William  Russell 
Floyd,  Matthew  Hill  Grimmett,  William  Harding  Kneedler,  Rae  Henderson  Morris, 
George  Thompson  Noel,  James  Onslow  Nolan,  John  Joseph  Smerznak,  Allan  Davis  Tuggle, 
and  Marler  Slate  Tuttle.   Congraulations ! 


J 


THYROID  RECALL  TASK  FORCE:   A  special  group  of  physicians  have  been  coordinating 
activities  regarding  the  recall  and  evaluation  of  patients  who  were  given 
radiation  therapy  to  the  head  and  neck  several  decades  ago.   Members  of  the  Society 
were  given  a  preliminary  outline  of  the  matter  on  a  separate  sheet  which  accompanied 
the  last  Bulletin.   The  Task  Force  is  now  at  work  on  devising  systems  to  identify 
those  who  received  such  radiation  treatment  and  will  make  recommendations  on  how 
to  evaluate  and  manage  those  whom  are  located.   James  A.  Maher,  M.D. ,  Goldsboro, 
Chairman  of  the  Committee  on  Cancer,  is  also  Chairman  of  the  Thyroid  Recall  Task 
Force. 

UPCOMING  1977  GENERAL  ASSEMBLY  AND  A  NEW  GOVERNOR:   Members  of  the  Society  will 
see  a  number  of  changes  in  the  higher  echelons  in  the  Department  of  Human  Resources 
when  Governor- Elect  James  E.  Hunt  takes  office.   As  usual,  the  officers,  staff  and 
committees  involved  will  be  making  early  contact  with  these  administrators  and 
will  endeavor  to  continue  a  harmorn'mis  wnrkin?  rel  ati  onshi  n.   Thp  CnmTm'ffpp  nn 
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Legislation,  H,  David  Bruton,  M.D.,  Southern  Pines,  Chairman  and  his  committee 
will  continue  to  monitor  all  health  legislation  introduced.   Our  General  Counsel, 
John  H.  Anderson,  will  continue  to  assist  the  legislators  in  properly  composing 
the  laws  pertaining  to  health  matters. 

MR.  STUART  W.  SHADBOLT  JOINS  SOCIETY  STAFF:   In  December,  William  N.  Hilliard, 
Executive  Director  of  the  North  Carolina  Medical  Society,  announced  the  appointment 
of  Mr.  Stuart  W.  Shadbolt,  Raleigh,  to  the  position  of  Director,  Governmental  Affairs 
of  the  North  Carolina  Medical  Society,  beginning  December  21,  1976.   Mr.  Shadbolt 
comes  to  us  following  a  career  of  service  as  a  professional  officer  with  the  United 
States  Air  Force.   The  wealth  of  experience  he  gained  in  nearly  two  decades  of 
public  affairs  assignments  will  prove  invaluable  to  his  responsibilities  with  our 
Society  and  we  are  delighted  to  have  him  on  our  team.   He  looks  forward  to  meet- 
ing you  and  working  with  you  to  achieve  our  goals  in  the  challenging  future  facing 
the  medical  profession  in  North  Carolina. 

1977  CONFERENCE  FOR  MEDICAL  LEADERSHIP  PLANS  COMPLETED:   With  the  December  issue 


of  the  Bulletin,  the  members  of  the  Society  were  advised  that  all  were  invited 
to  attend  the  1977  Conference  for  Medical  Leadership  to  be  held  in  Raleigh  at  the 
Royal  Villa  Hotel,  January  28-29.   The  program  has  been  completed  and  circulated. 
Much  interest  has  been  expressed  and  a  large  turnout  is  anticipated. 

EXECUTIVE  COUNCIL  AGENDA  TAKES  SHAPE:   The  Executive  Council  of  the  North  Carolina 
Medical  Society  will  holds  its  annual  winter  meeting  in  the  headquarters  building, 
9:00  a.m.,  Sunday,  January  30.   A  number  of  items  have  been  placed  on  the  agenda. 
Important  reports  are  expected  to  come  from  T,  Tilghman  Herring,  M.D.,  Chairman 
of  the  Committee  on  Finance,  and  H.  David  Bruton,  M.D.,  Chairman  of  the  Committee 
on  Legislation.   Certain  other  committees  and  all  commissioners  will  be  making 
interim  reports. 

MORE  TRIVIA  PICKED  UP  ON  THE  CIRCUIT:   A  lectern  is  a  stand  with  a  slanted  top  to 
hold  papers  for  a  speaker.   A  podium  is  a  small  platform  for  an  orchestra  conductor 
or  speaker.   A  rostrum  is  a  stage  or  walled  off  platform  used  for  speaking.   A 
podium  or  a  rostrum  may  contain  a  lectern. 


Sincerely  yours , 


Jesse  Caldwell,  Jr.,  M.D. 
President 
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TREATMENT  AND  LEARNING  CENTER  For 

ALCOHOL  RELATED  PROBLEMS 


FELLOWSHIP  HALL 

THE  ONLY  HOSPITAL  OF  ITS  KIND  IN  THE  SOUTHEAST 

•  Safe  Comfortable  Withdrawal  •  No  Alcohol  Employed  •  Private  Non-Profit 
Tax-Exempt  •  A  Controlled  and  Pleasant  Psychological  Atmosphere 

•   Psychiatric  Hospital 

FOUR  WEEK  MULTI-DISCIPLINE  THERAPY  PROGRAM 


Member  of; 

•  The  American  Hospital  Association 
•  The  N.  C.  Hospital  Association 

•  Accredited  by  the  Joint  Commission 

on  the  Accreditation  of  Hospitals 


Individual  Counseling  •  Group  Therapy 

Nature  Trail  •   Indoor/Outdoor  Recreation 

Relaxation  and  Sleep  Therapy 

Audio-Video  Therapy 


FOR  ADMITTANCE  CALL 

JAMIE  CARRAWAY 

EXECUTIVE  DIRECTOR 

919-621-3381 


FELLOWSHIP  HALL 


INC. 


P.  0.  BOX  6929 


GREENSBORO,  N.  C.  27405 


FOR  MEDICAL  INFORMATION  CALL 

J.  W.  WELBORN,  JR.,  M.D. 

MEDICAL  DIRECTOR 

919-275-6328 


Located  off  U.S.  Hwy.  No.  29  at  Hicone  Road  Exit, 

61/2  miles  north  of  downtown  Greensboro,  N,  C. 

Convenient  to  1-85,  1-40,  U.S.  421,  U.S.  220, 

and  the  Greensboro  Regional  Airport. 


Facility,  program  and  en- 
vironment allows  the  indi- 
vidual to  maintain  or  re- 
gain respect  and  recover 
v/ith  dignity. 


Films,  tapes,  lectures, 
group  discussions  and  in- 
dividual counseling  are 
used  with  emphasis  on 
reality  therapy. 


Medical     examination     upon 
admission. 


Modern,  motel-like  accom- 
modations with  private  bath 
and    individual    temperature 

control. 


A  therapeutic  nature  trail 
to  encourage  physical  ex- 
ercise, and  arouse  objec- 
tive interest  in  the  miracle 
of  nature. 


FELLOWSHIP    HALL   WILL   ARRANGE   CONNECTION   WITH    COMMERCIAL   TRANSPORTATION. 


AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 

11091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 


NEW  DIAGNOSTIC 
SERVICES  IN: 


TRANSMISSION  ELECTRON  MICROSCOPY  (TEM) 

ULTRATHIN  SECTION  STUDIES  ON: 

BIOPSY  TISSUE 

CELLS 

VIRUSES 

BACTERIA 

RICKETTSIA 

FUNGI 


IMMUNO-ELECTRON  MICROSCOPY 

NUCLEIC  ACID  VISUALIZATION 

AUTORADIOGRAPHY 

FREEZE  FRACTURE  AND  ETCHING 

Analysis  of  fine  structural  alterations  in  diseased  tissue  are  becoming  a 
common  feature  in  many  of  the  reports  now  appearing  in  publications 
related  to  pathology.  This  applies  to  both  experimental  pathology  and  more 
recently  to  diagnostic  pathology.  Transmission  Electron  Microscopy  (TEM) 
has  progressed  from  being  a  status  symbol  employed  by  few  specialists,  to 
the  stage  where  it  is  gaining  acceptance  as  a  diagnostic  tool. 

We  are  happy  to  announce  the  additional  service  of  electron  microscopy 
to  our  laboratories.  This  is  the  first  instance  of  diagnostic  electron 
microscopy  being  offered  in  the  Metropolitan  Washington  area  on  a 
service  basis. 

AMERICAN  MEDICAL  LABORATORIES  is  a  full-service  laboraton/, 
operated  and  supervised  by  pathologists,  and  dedicated  to  providing 
prompt  and  accurate  results. 

GENTLEMEN:  PLEASE  SEND  ME 

O  A  Copy  of  Your  Professional  Services  Manual 

O  A  Copy  of  Your  Capabilities  Brochure 

n  Electron  Microscopy  Special  Mailing  Containers  and  Request  Forms 


NAME 


ADDRESS 


ANNUAL  MEETING 

May  5-8,  1977 

Pinehurst  Hotel,  Pinehurst,  N.C. 

Opportunity  to  complete 

up  to  25  hours  of 

Continuing  Medical  Education 

credit. 


COMMITTEE  CONCLAVE 

September  21-24,  1977 

Pines  Club,  Southern  Pines, 


LEADERSHIP  CONFERENCE 

January  27-28,  1978 

(Place  to  be  announced) 


CAPITIS 


live  togriseofulvin. 


'.     Cri/-PCC 

(griseofulvin  ultramicrosize) 
Tablets  125  mg 

offers  effective  therapy 
|.  with  V2  the  dose: 


•  CarTBelaken  on  an  empty  stomach 

•  Absorption  nearly  complete  without 
fatty  meals 

•  Reduced  cost  for  patients 

•  Once-a-day  or  b.i.d.  dosage 

t250  mg  of  Gris-PEG''  provides  plasma  levpl^ 
equivalent  to  those  obtained  with  ISomg^  ' 
microsize  griseofulvin.  This  improved  -^ 

absorption  permits  the  oral  intake  of 
naif  as  much  griseofulvin  but  there 
IS  no  evidence.at  this  time. that 
this  confers  any  significant 
clinical  difference  in  regard 
to  safety  or  efficacy. 


Dor/ey 

LSBC3RAT0RIES  ^ 

Diuision  01  Sandoz.  Inc. 

LINCOLN.  NEBRASIW  G8501 


Please  see  otfre'r  side  for  full  prescribing  information: 


CrirPCe 

(griseofulvin 
ultramicrosize)  Tablets 
125  mg 

The  V2  dose  griseofulvin. 


THE  PL>£W\  LEVELS  OF  Gris-PEG 
AND  MICROSIZE  GRISEOFULVIN  COMPARED 


SINGLE  DOSE  STUDY 


HOURS 

Based  on  a  single  dose  double-blind  bioavailabil- 
ity study  conducted  in  24  human  volunteers  com- 
paring the  average  griseofulvin  (microsize)  and 
Gris-PEG  plasma  levels.  There  is  no  significant 
difference  between  peak  plasma  levels,  times  to 
peak,  and  areas  under  the  curve.  Gas  chromato- 
graphic assay. 


THE  PLASMA  LEVELS  OF  Gris-PEG 
AND  MICROSIZE  GRISEOFULVIN  COMPARED 


S'  = 


HOURS 

Based  on  a  double-blind  multiple  dose  steady 
state  crossover  bioavailability  study  conducted  in 
17  human  volunteers  comparing  the  average 
griseofulvin  (microsize)  and  Gris-PEG  plasma 
levels  obtained  on  days  9.  1 1  and  13.  There  is  no 
significant  difference  between  times  to  peak,  peak 
plasma  levels,  and  areas  under  the  curve.  Gas 
chromatographic  assay. 


DESCRIPTION 

Griseofulvin  is  an  antibiotic  derived  from  a 
species  ot  Pemciihum 
Gns-PEG  IS  an  uitramicrocryslalline  solid- 
state   dispersion   of   griseofulvin    in   poly- 
ethylene glycol  6000 

Gns-PEG  tablets  differ  from  griseofulvin 
(microsize)  tablets  USP  m  ttiat  eacti  tablet 
contains  125  mg  of  ultramicrosize  griseo- 
fulvin biologically  equivalent  to  250  mg  of 
microsize  griseofulvin 
ACTION 

Microbiology  Griseofulvin  is  fungistatic 
with  m  vitro  activity  against  various  spe- 
cies ot  Microsporum.  Epidermophyton  and 
Trichophyton  It  has  no  effect  on  bacteria 
or  other  genera  of  fungi 
Human  Pharmacology  The  peak  plasma 
level  found  in  tasting  adults  given  0  25  g  of 
Gns-PEG  occurs  at  about  four  hours  and 
ranges  between  0  37  to  1  6  mcg/ml 
Comparable  studies  with  microsize  griseo- 
fulvin indicated  that  the  peak  plasma  level 
found  in  fasting  adults  given  0  5  g  occurs 
at  about  four  hours  and  ranges  between 
0.44  to  1  2  mcg/ml 

Thus,  the  efficiency  of  gastromtestmal  ab- 
sorption of  the  ultramicrocrystalline  for- 
mulation of  Gns-PEG  IS  approximately 
twice  that  of  conventional  microsized 
griseofulvin  This  factor  permits  the  oral 
intake  of  halt  as  much  griseofulvin  per  tab- 
let but  there  is  no  evidence,  at  this  time, 
that  this  confers  any  significant  clinical 
differences  in  regard  to  safety  and  efficacy 
Griseofulvin  is  deposited  in  the  keratin  pre- 
cursor cells  and  has  a  greater  affinity  for 
diseased  tissue  The  drug  is  tightly  bound 
to  the  new  keratin  which  becomes  highly 
resistant  to  fungal  invasions 
INDICATIONS 

Gns-PEG    (griseofulvin   ultramicrosize}   is 
indicated  tor  the  treatment  of  the  following 
ringworm  infections 
Tinea  corporis  (ringworm  ot  the  body) 
Tinea  pedis  (athlete's  toot) 
Tinea  cruris  (ringworm  of  the  thigh) 
Tinea  barbae  (barbers  itch) 
Tinea  capitis  (ringworm  of  the  scalp) 
Tinea  unguium  (onychomycosis,  ringworm 
of  the  nails) 

when  caused  by  one  or  more  of  the  follow- 
ing genera  of  fungi 
Trichophyton  rubrum 
Trichophyton  tonsurans 
Trichophyton  mentagrophytes 
Trichophyton  interdigitalis 
Trichophyton  verrucosum 
Trichophyton  megnini 
Trichophyton  gallinae 
Trichophyton  crateriform 
Trichophyton  sulphureum 
Trichophyton  schoenteini 
Microsporum  audouini 
Microsporum  cams 
Microsporum  gypseum 
Epidermophyton  floccosum 


NOTE    Prior  to  therapy,  the  type  ot  fungi 

responsible   for  the  infection   should   be 

identified 

The  use  of  the  drug  is  not  justified  in  minor 

or  trivial  infections  which  will  respond  to 

topical  agents  alone 

Griseofulvin  is  not  effective  in  the  follow- 

mg 

Bacterial  infections 

Candidiasis  (Moniliasis) 

Histoplasmosis 

Actinomycosis 

Sporotrichosis 

Chromoblastomycosis 

Coccidioidomycosis 

North  American  Blastomycosis 

Cryptococcosis  (Torulosis) 

Tinea  versicolor 

Nocardiosis 

CONTRAINDICATIONS 

This   drug    is   contraindicated   in   patients 

with  porphyria,  hepatocellular  failure,  and 

in  individuals  with  a  history  of  sensitivity  to 

griseofulvin 

WARNINGS 

Prophylactic  Usage  Safety  and  Efficacy  of 
Griseofulvin  for  Prophylaxis  of  Fungal  In- 
fections Has  Not  Been  Established 
Animal  Toxicology  Chronic  feeding  of 
griseofulvin,  at  levels  ranging  from  0  5- 
2.5%  of  the  diet,  resulted  in  the  develop- 
ment of  liver  tumors  in  several  strains  ot 
mice,  particularly  in  males  Smaller  par- 
ticle sizes  result  in  an  enhanced  effect 
Lower  oral  dosage  levels  have  not  been 
tested  Subcutaneous  administration  of 
relatively  small  doses  of  griseofulvin,  once 
a  week,  during  the  first  three  weeks  of  life 
has  also  been  reported  to  induce  hepato- 
mata  in  mice  Although  studies  m  other 
animal  species  have  not  yielded  evidence 
of  tumor  Igenicity,  these  studies  were  not 
of  adequate  design  to  form  a  basis  for  con- 
clusions in  this  regard 
In  subacute  toxicity  studies,  orally  admu^- 
istered  griseofulvin  produced  hepatocellu- 
lar necrosis  m  mice,  but  this  has  not  been 
seen  in  other  species  Disturbances  m 
porphyrin  metabolism  have  been  reported 
in  griseofulvin  treated  laboratory  animals 
Griseofulvin  has  been  reported  to  have  a 
colchicme-l  ike  effect  on  mitosis  and  cocar- 
cinogenicity  with  methylcholanthrene  in 
cutaneous  tumor  induction  in  laboratory 
animals 

Usage  in  Pregnancy  The  safety  of  this  drug 
during  pregnancy  has  not  been  estab- 
lished 

Animal  Reproduction  Studies.  It  has  been 
reported  in  the  literature  that  griseofulvin 
was  found  to  be  embryotoxic  and  terato- 
genic on  oral  administration  to  pregnant 
rats-  Pups  with  abnormalities  have  been 
reported  m  the  litters  of  a  tew  bitches 
treated  with  griseofulvin  Additional  ani- 
mal reproduction  studies  are  in  progress 


Suppression  of  spermatogenesis  has  been 
reported  to  occur  in  rats,  but  investigation 
in  man  failed  to  confirm  this 
PRECAUTIONS 

Patients  on  prolonged  therapy  with  any 
potent  medication  should  be  under  close 
observation  Periodic  monitoring  of  organ 
system  function,  including  renal,  hepatic 
and  hematopoietic,  should  be  done 
Since  griseofulvin  is  derived  from  species 
of  Penicillium.  the  possibility  ot  cross 
sensitivity  with  penicillin  exists,  however, 
known  penicillin-sensitive  patients  have 
been  treated  without  difficulty 
Since  a  photosensitivity  reaction  is  occa- 
sionally associated  with  griseofulvin  ther- 
apy, patients  should  be  warned  to  avoid 
exposure  to  intense  natural  or  artificial 
sunlight  Should  a  photosensitivity  reac- 
tion occur  lupus  erythematosus  may  be 
aggravated 

Griseofulvin  decreases  ttie  activity  of  war- 
farin-type anticoagulants  so  that  patients 
receiving  these  drugs  concomitantly  may 
require  dosage  ad|ustment  of  the  anti- 
coagulant during  and  after  griseofulvin 
therapy 

Barbiturates   usually  depress  griseofulvin 
activity    and    concomitant   administration 
may  require  a  dosage  adjustment  of  the 
antifungal  agent 
ADVERSE  REACTIONS 

When  adverse  reactions  occur,  they  are 
most  commonly  of  the  hypersensitivity 
type  such  as  skin  rashes,  urticaria,  and 
rarefy,  angioneurotic  edema,  and  may 
necessitate  withdrawal  of  therapy  and  ap- 
propriate countermeasures  Paresthesias 
of  the  hands  and  feet  have  been  reported 
rarely  after  extended  therapy  Other  side 
effects  reported  occasionally  are  oral 
thrush,  nausea,  vomiting,  epigastric  dis- 
tress, diarrhea,  headache  fatigue,  dizzi- 
ness, insomnia,  mental  confusion  and 
impairment  of  performance  of  routine 
activities 

Proteinuria  and  leukopenia  have  been  re- 
ported rarely  Administration  of  the  drug 
should  be  discontinued  if  granulocyto- 
penia occurs 

When  rare,  serious  reactions  occur  with 
griseofulvin,  they  are  usually  associated 
with  high  dosages,  long  periods  ot  therapy, 
or  both 

DOSAGE  AND  ADMINISTRATION 
Accurate  diagnosis  of  the  infecting  organ- 
ism IS  essential  Identification  should  be 
made  either  by  direct  microscopic  exam- 
ination ot  a  mounting  ot  infected  tissue  in 
a  solution  of  potassium  hydroxide  or  by 
culture  on  an  appropriate  medium 
Medication  must  be  continued  until  the  in- 
fecting organism  is  completely  eradicated 
as  indicated  by  appropriate  clinical  or  lab- 
oratory examination  Representative  treat- 
ment  periods   are- tinea   capitis.   4   to   6 


weeks,  tinea  corporis.  2  to  4  weeks,  tinea 
pedis.  4  to  8  weeks,  tinea  unguium- 
depending  on  rate  of  growth  -  fingernails, 
at  least  4  months,  toenails  at  least  6 months. 
General  measures  m  regard  to  hygiene 
should  be  observed  to  control  sources  of 
infection  or  reinfection  Concomitant  use 
of  appropriate  topical  agents  is  usually 
required  particularly  in  treatment  of  tinea 
pedis  In  some  forms  of  athletes  foot, 
yeasts  and  bacteria  may  be^  involved  as 
well  as  fungi  Griseofulvin  will  not  eradi- 
cate the  bacterial  or  monilial  infection. 
An  oral  doso  of  250  mg  of  Gris-PEG 
(griseofulvin  ultramicrosize)  is  biologi- 
cally equivalent  to  500  mg  of  griseofulvin 
(microsized).  USP  (see  ACTION  Human 
Pharmacology). 

Adults  A  daily  dose  of  250  mg  will  give  a 
satisfactory  response  in  most  patients  with 
finea  corporis,  tinea  cruris  and  tinea  capi- 
tis One  1 25  mg  tablet  twice  per  day  or  two 
125  mg  tablets  once  per  day  is  the  usual 
dosage  For  those  fungal  infections  more 
difticult  to  eradicate  such  as  finea  pedfs 
and  tinea  unguium,  a  divided  daily  dose  of 
500  mg  is  recommended  In  all  cases,  the 
dosage  should  be  individualized 
Children  Approximately  5  mg  per  kilogram 
(2  5  mg  per  pound)  of  body  weight  per  day 
IS  an  effective  dose  tor  most  children  On 
this  basis,  the  following  dosage  schedule 
for  children  is  suggested 
Children  weighing  over  25  kilograms  (ap- 
proximately 50  pounds) -125  mg  to  250 
mg  daily 

Children  weighing  15-25  kilograms  (ap- 
proximately 30-50  pounds)-62  5  mg  to 
125  mg  daily 

Children  2  years  ot  age  and  younger -dos- 
age has  not  been  established 
Dosage  should  be  individualized,  as  is 
done  for  adults  Clinical  experience  with 
griseofulvin  in  children  with  tinea  capitis 
indicates  that  a  single  daily  dose  is  effec- 
tive Clinical  relapse  will  occur  it  the  medi- 
cation IS  not  continued  until  the  infecting 
organism  is  eradicated 
HOW  SUPPLIED 

Gns-PEG  (griseofulvin  ultramicrosize) 
Tablets  (white)  differ  from  griseofulvin 
(microsize)  tablets  (USP)  in  that  each  tab- 
let contains  125  mg  ot  ultramicrosize 
griseofulvin  biologically  equivalent  to  250 
mg  of  microsized  griseofulvin  Two  125 
mg  tablets  of  Gns-PEG  are  biologically 
equivalent  to  500  mg  of  microsized  griseo- 
fulvin. In  bottles  of  100  and  500  scored, 
film-coated  tablets- 
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Our  therapy  for 
disability! 

When  you  are  disabled,  the  last  thing  you  should  have  to  worry  about  is  how  you're 
going  to  keep  your  family  living  in  the  manner  to  which  they  are  accustomed. 

That's  why  we  have  designed  a  program  of  Disability  Income  Protection  for  younger 
doctors.  Should  you  become  disabled  and  unable  to  work  as  a  result  of  a  covered 
illness  or  injury,  this  program  can  provide  you  with  a  regular  monthly  income.  So  that 
you  can  pull  yourself  through  a  disability,  maintain  your  independence  and  keep 
your  self-respect. 


What's  more,  these  benefits  ore  paid  directly  to  you  to  use  as  you  see  fit.  Whether  you 
use  them  for  normal  day-to-day  necessities,  office  expenses  or  whatever— it 
doesn't  matter.  And  on  top  of  that.  Disability  Income 
benefits  are  tax-free  under  present 
federal  income  tax  laws. 
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If  you're  under  age  55  and  a  member  of  the 
North  Carolina  Medical  Society,  just  fill  out  the 
coupon  below  and  moil  it  today. 
Mutual  of  Omaha 
will  provide  personal 
service  in  furnishing  the 
full  details.  Of  course, 
there  is  no  obligation. 


Mutufll^ 


UNDERWRITTEN   BY 


IVIutual 
^mnha 

People  fjou  can  count  on... 

Life  Insurance  Affiliate: 

United  of  Omaha 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE    OMAHA,  NEBRASKA 
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Mutual  of  Omaha  Insurance  Company 
Dodge  at  33rd  Street  ■  Omotia.  Nebraska  68131 

I  cm  interested  in  learning  more  about  thie  program  of  Disability  Income 
Protection  available  to  members  of  ttie  Nortti  Carolina  Medicol  Society 
wtio  are  under  age  55, 


Name 


Address 
City  


State - 


ZIP  Code- 


> 


I 
I 
I 
I 


Medicine/Osteopathy 


PRACTICE 
IN  THE 
AIREORG 


••• 


A  minimum  of  administrative  details.  Modern  facilities  in  research 
or  clinical  practice.  Patient  treatment  without  regard  for  ability  to 
pay.  Time  for  your  family.  A  planned  career  to  take  the  fullest  advan- 
tage ofyour  skills,  knowledg-e,  and  ambition  in  many  different  areas  of 
specialty.  Individual  opportunity  is  stressed  and  the  Air  Force  train- 
ing programs  in  both  military  and  civilian  hospitals  are  unexcelled. 
You'll  be  supported  by  a  highly  qualified  staff.  Get  the  complete  de- 
tails -  write  today  for  more  information. 

"Air  Force  ...  A  Great  Way  of  Life" 

310  New  Bern  Ave.,  Rm.  606,  Raleigh,  N.C,  27611,  Call:  919/755^134 

Name Social  Secuniy  No  

Address 

Cily  

Stale  

Specially  

Dated  Birth 


-Zip. 


Phone  . 
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OF  THE  PHYSICIAN 
BY  THE  PHYSICIAN 
AND  FOR  THE  PHYSICIAN" 

THANK  YOU  PRESIDENT  LINCOLN. 


This  paraphrase  of  part  of  your  famous  Gettysburg  Address  best  describes  the  what, 
why.  where,  when  and  who  of  Medical  LiabiHty  Mutual  Insurance  Company  of  North 
Carolina. 

Since  our  founding  just  one  short  year  ago.  Medical  Liability  Mutual  has  brought  about 
significant  changes  in  the  Professional  Liability  Insurance  market. 

To  list  just  a  few  of  these  accomplishments: 

1 .  Created  a  market  when  no  other  company  was  willing  to  write  Profes- 
sional Liability  Insurance. 

2.  Made  available  both  Claims  Made  and  Occurrence  forms  of  coverage. 

3.  Brought  competition  into  the  marketplace  which  suddenly  discovered 
the  desirability  of  your  insurance. 

4.  Reduced  rates  —  reversing  a  trend  of  rising  rates  for  many,  many  years 
by  the  insurance  industry. 


If  you  are  not  presently  insured  by  Medical  Liability  Mutual,  why  not  become  a  part  of 
your  Company  and  participate  in  this  year's  accomplishments.  Call  or  write  us  today  for 
information: 

MEDICAL  LIABILITY  MUTUAL  INSURANCE  COMPANY 

OF  NORTH  CAROLINA 

222  N.  Person  Street  P.O.  Box  27285 

Raleigh,  North  Carolina  27611         Phone:  919  828-9334 


1  Saint  Albans 
Psychiatric  Hospital 


A  fully  accredited  private 

psychiatric  hospital  for  the 

treatment  of  all  major 

psychiatric  illnesses 

including  alcoholism  and 

drug  abuse  problems  of 

adolescents  and  adults. 

Radford,  Virginia   24141 
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The  State  Board  of  Health  is  a 
child  of  the  State  Medical  Society  in 
North  Carolina.  From  its  birth  in 
1877  the  Society  has  nurtured  and 
guided  this  child  which  has  a  reason- 
able record  of  obedience,  respectful- 
ness and  of  grow  ing  up  to  do  its  share 
in  the  increasingly  important  job  of 
combatting  disease  and  injury  and 
promoting  health  in  our  State. .  .  .(it 
is)  morally  fitting  and  ethically  ap- 
propriate that  the  parent  should  be 
kept  adv  ised  as  to  the  progress  of  the 
child.  .  .  .—J.W.  R.  Norton:  1950 
Conjoint  Report  —  A  Mid-Century 
Review.  Pineluirst.  North  Carolina. 
Max  3.  1950. 


PUBLIC  health  in  North  Carolina 
had  its  official  beginning  on 
February  12.  1877,  when  the  Gen- 
eral Assembly  established  the 
North  Carolina  Board  of  Health,  the 
twelfth  such  entity  in  the  United 
States.  Expected  to  operate  on  the 
magnanimous  appropriation  of  $100 
annually,  the  board  was  comprised 
of  about  150  members  of  the  State 
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Medical  Society  who  were  to  serve 
as  medical  advisors  of  the  state  in 
regard  to  sanitary  matters.  Dr.  S.  S. 
Satchwell  was  elected  president  and 
Dr.  Thomas  F.  Wood,  secretary  and 
treasurer  of  the  board. 

As  one  might  expect,  a  board  so 
established  proved  unsatisfactory. 
and  the  General  Assembly  of  1879 
enacted  "An  Act  Supplemental  to 
an  Act  Creating  the  State  Board  of 
Health"  whereby  the  annual  ap- 
propriation was  increased  to  $200 
and  the  board  was  reconstituted  to 
consist  of  nine  members  appointed 
jointly  by  the  State  Medical  Society 
and  the  governor.  With  many  mod- 
ifications and  changes,  this  Board 
functioned  continuously  until  1973 
when  reorganization  of  state  gov- 
ernment was  enacted  into  law. 

Today,  despite  government  reor- 
ganization, public  health  in  North 
Carolina  is  the  concern  of  many 
agencies,  boards,  committees  and 
commissions  and.  indeed,  of  a  mul- 
titude of  individuals  including  the 
entire  private  health  sector.  Thus, 
while  this  historical  treatment  gives 
special  focus  to  the  mother  agency. 
the  State  Board  of  Health,  it  is  in- 
tended as  a  tribute  and  a  challenge 
to  many  thousands  of  North  Caro- 
linians —  all  who  have  served  and 
do  serve  in  the  name  of  health,  be  it 
private,  public,  or  voluntary;  physi- 


cal, mental  or  emotional;  in  Man- 
teo.  Raleigh  or  Murphy. 

HISTORICAL  HIGHLIGHTS 

Although  the  North  Carolina 
Board  of  Health  was  established  in 
1877.  it  was  not  until  191 1  that  Guil- 
ford County  organized  the  first 
county  health  department  in  the 
state,  the  second  such  entity  in  the 
United  States.  The  following  year. 
Robeson  County  organized  the  first 
strictly  rural  health  department  in 
the  nation.  By  the  end  of  1913.  eight 
other  counties  had  fulltime  health 
officers,  and  by  1936.  53  of  the 
State's  100  counties  offered  fulltime 
health  services.  The  number  of 
counties  with  public  health  services 
increased  more  rapidly  thereafter  to 
include  84  counties  in  1942  and  all 
100  counties  in  1949.  Also  during 
the  first  half  of  the  century,  organi- 
zational activity  included  the  North 
Carolina  Public  Health  Association, 
organized  in  1911.  and  the  School  of 
Public  Health,  established  at  the 
University  of  North  Carolina  in 
1936. 

In  the  meantime,  public  health's 
formative  years  had  coincided  with 
reluctant  acceptance  of  the  idea  that 
epidemic  diseases  owed  their  origin 
to  microorganisms  called  germs. 
This  interesting  passage  appears  in 
the  first  biennial  report  of  the  North 
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Carolina   Board   of  Health   (1879- 
1880): 

Whether  we  accept  the 
germ  theory  or  not.  it  is  admit- 
ted that  drinking  foul  water 
and  breathing  impure  air  de- 
bilitate the  system  and  thus 
render  it  less  able  to  withstand 
epidemics.  .  .  . 

Thus,  despite  continuing  debate 
over  the  germ  theory,  the  early 
board  of  health  considered  im- 
provement of  the  environment 
through  public  education  its  major 
function  and  included  in  its  first 
biennial  report  a  "Circular  on  Ven- 
tilation. Drainage.  Drinking  Water 
and  Disinfectants"  as  well  as  illus- 
trations of  "three  plans  for  privies 
based  upon  the  dry  earth  system." 
In  1893,  the  board  was  given  re- 
sponsibility for  the  annual  inspec- 
tion of  all  public  institutions  includ- 
ing poor  houses,  mental  hospitals, 
prisons  and  institutions  of  higher 
learning.  Reports  on  the  University 
at  Chapel  Hill  provide  some  in- 
teresting sidelights  on  sanitary  con- 
ditions of  the  day.  Says  the  inspec- 
tion report  of  1893: 

There  were  no  sanitary 
conveniences  at  the  Univer- 
sity until  last  year  when  the 
basement  of  the  library  build- 
ing (Smith  Hall)  was  fitted  up 
for  the  purpose  with  a  fair 
number  of  water  closets,  uri- 
nals, bath-tubs  and  shower- 
baths.  .  .  . 

The   sewage   is  discharged 
into  a  small  branch  about  one 
thousand  feet  from  the  build- 
ings, and  no  fear  of  trouble 
arising  from  this  method  of 
control  is  apprehended.  .  .  . 
Sanitary    conditions    had    im- 
proved by  1895,  but  the  university's 
water  supply  was  so  limited  that  no 
use  could  be  made  of  the  baths  and 
the  urinals  had  irregular  flushings. 
This  condition    was   attributed   to 
"the  use  of  water  in  the  newly  in- 
stalled electric  light  engines."  Even 
by  1 906.  a  majority  of  students  were 
forced  to  use  nearby  dense  woods 
south  of  Gerrard  Hall  and  the  South 
Building.  And  concerning  the  sub- 
stitution of  a  pump  for  a  bucket 
and  chain  in  the  open  campus  well, 
the    1902  inspection  report  allows 
that  this  was  "an  innovation  which 
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does  violence  to  the  sentiment 
which  has  clung  to  the  old  well  for  a 
century."  but  concedes  that,  "it  is 
clearly  in  the  interest  of  health." 

A  breakthrough  in  North  Caro- 
lina's health  surveillance  work  oc- 
curred in  1913  when  the  General 
Assembly  recognized  Dr.  W.  S. 
Rankin's  public  health  "need 
number  one"  as  declared  in  the 
1911-1912  biennial  report  of  the 
board  of  health.  Said  Dr.  Rankin, 
the  state's  first  fulltime  health  of- 
ficer: 

.  .  .  The  real  ledger  of  a 
state  board  of  health  is  kept 
not  in  dollars  and  cents  but  in 
death  rates.  .  .  . 

.  .  .  When  a  surgeon  rushes 
into    a    railroad    wreck,    he 
wisely  attends  first  to  those 
whose  lives  are  in  the  greatest 
danger.  A  health  department 
should  do  likewise  —  it  should 
direct    its    life-saving   efforts 
into   those    places   where   its 
work  is  most  demanded  —  by 
what?  —  by  high  death  rates. 
Where    are    such    places    in 
North  Carolina?  .  .  . 
The  state's  vital  statistics  law,  re- 
quiring statewide  reporting  of  births 
and  deaths,  was  implemented  dur- 
ing 1913-14.  By  this  time,  founda- 
tion accomplishments  by  Dr.  Ran- 
kin and  his  unsalaried  predecessors. 
Dr.  Thomas  F.  Wood  (1877-1892) 
and  Dr.  R.  H.  Lewis  (1892-1909), 
had  resulted  in  the  establishment  of 
six  health  bureaus:  State  Labora- 
tory of  Hygiene:  Hookworm  Con- 
trol;  Sanitation,    Engineering   and 
Education;  County  Health  Work; 
Vital  Statistics;  and  Tuberculosis 
Control    and    State    Sanatorium. 
Hookworm  control  was  a  matter  of 
major  emphasis  during  these  early 
years  and.  in  fact.  John  D.  Rockefel- 
ler's funding  of  "hookworm  cam- 
paigns" led  not  only  to  the  virtual 
eradication  of  the  disease  but  also, 
as  a  direct  byproduct,  to  the  organi- 
zation of  local  health  departments 
throughout    the    southern    United 
States. 

Throughout  its  formative  years. 
■  and  upon  recovery  from  the  in- 
fluenza pandemic  of  1918-1919, 
public  health  in  North  Carolina  con- 
tinued to  stress  health  education 
under  Dr.  Rankin  (1909-1925).  Dr. 


Charles  O'H.  Laughinghouse 
(1926-1930),  Dr.  James  M.  Parrott 
(1931-1934)  and  Dr.  George  M. 
Cooper  who,  due  to  deafness,  was 
never  state  health  officer  but  who 
acted  in  that  capacity  on  four  differ- 
ent occasions.  Thereafter,  it  is  said, 
public  health  in  North  Carolina 
"came  of  age"  as  Dr.  Carl  V. 
Reynolds  (1934-1948)  built  upon  the 
solid  foundation  laid  by  his  pre- 
decessors. Under  Dr.  Reynolds' 
leadership,  the  causes  of  public 
health  advanced  rapidly,  this  de- 
spite numerous  setbacks  and  many 
dark  hours  including  those  of  the 
Depression,  World  War  II  and  the 
polio  epidemics  of  1944  and  1948. 
The  state's  major  polio  epidemic 
(2,5 16  cases)  was  at  its  height  at  the 
time  of  Dr.  Reynolds'  retirement. 

Following  Dr.  Reynolds,  Dr.  J. 
W.  R.  Norton  served  as  state  health 
director  for  the  next  18  years  —  a 
period  marked  by  continued  great 
progress  in  public  health.  Further 
reductions  in  death  and  disease,  to- 
gether with  many  new  activities  in- 
cluding those  related  to  mental 
health,  served  to  render  these  years 
among  public  health's  finest. 

Succeeding  Dr.  Norton  in  1966, 
Dr.  Jacob  Koomen  is  today  North  ^ 
Carolina's  leading  public  health 
mentor.  His  1 1  years  as  state  health 
director  have  been  marked  by  out- 
standing progress  in  the  area  of 
maternal  and  child  health  with  con- 
tinued reductions  in  fetal  and  infant 
mortality,  wide  expansion  in  family 
planning  services  and  notable 
growth  in  the  area  of  developmental 
evaluation;  by  significant  advances 
in  disease  prevention,  detection  and 
control  with  implementation  of  in- 
fant, child  and  adult  screening  and 
follow-up  services;  and  by  a 
broadening  of  the  scope  of  public 
health  to  include  such  new  activities 
as  the  statewide  medical  examiner 
system.  Progress  in  the  areas  of 
sanitation,  dental  health  and  nutri- 
tion has  been  substantial,  and  com- 
puterization has  served  to  enhance 
informational  services. 

Also  during  Dr.  Koomen's  ten- 
ure, reorganization  of  state  gov- 
ernment involved  creation  of  the 
North  Carolina  Department  of 
Human  Resources  in  1971  (officially 
sanctioned  in  1973).  Under  this  um- 
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brella  arrangement,  the  Division  of 
Health  Services  (formerly,  the  State 
Board  of  Health)  combines  with  the 
Division  of  Mental  Health  Services, 
the  Division  of  Social  Services  and 
other  member  agencies  in  the  deliv- 
ery of  human  services  in  North 
Carolina.  Although  policy  decisions 
now  emanate  from  department 
level,  member  agencies  also  have 
their  own  regulatory  bodies,  for 
example,  the  12-member  Commis- 
sion for  Health  Services  which  is 
appointed  jointly  by  the  North 
Carolina  Medical  Society  and  the 
Governor.  At  the  present  time.  Dr. 
Paul  F.  Maness  (Burlington)  and 
Dr.  Jesse  H.  Meredith  (Winston- 
Salem)  serve  as  chairman  and  vice 
chairman,  respectively,  of  this 
body.  Thus,  a  century  from  its  hum- 
ble beginning,  public  health  in 
North  Carolina  is  still  today  a  part- 
nership between  organized  medi- 
cine and  government. 

Obviously,  many  noteworthy 
facts  and  interesting  sidelights  con- 
cerning North  Carolina's  public 
health  history  might  be  added  to  this 
review,  but  in  lieu  thereof,  selected 
highlights  have  been  listed.  The  in- 
terested reader  is  referred  to  the  au- 
thors" sources:  historical  treat- 
ments by  Washburn '  and  Long- ,  the 
biennial  reports  of  the  State  Board 
of  Health,  and  the  long-time  voice 
of  the  State  Board,  The  Health  Bul- 
letin. Surely,  these  fragments  of  his- 
tory, and  the  pioneering  spirit  which 
they  signify,  will  ever  remain  inte- 
gral factors  in  the  on-going  causes  of 
public  health. 

PATHS  OF  PROGRESS 

As  the  foregoing  review  indi- 
cates, one  need  read  only  a  fev\ 
pages  of  an  early  biennial  report  of 
the  Board  of  Health  in  order  to 
realize  the  progress  of  public  health. 
Take  the  report  of  1911-1912,  for 
example.  There  we  read  of  typhoid 
fever,  tuberculosis,  diphtheria, 
hookworm  disease  —  and  the 
State's  pressing  need  for  a  vital 
statistics  law. 

Indeed,  we  have  made  progress! 
Today's  youth  have  never  even 
heard  of  "Typhoid  Mary,"  and  var- 
ious antitoxins  and  vaccines  have 
completely  eradicated  many  of  the 
other  diseases  that   plagued  early 


Tarheeiia.  Today,  also,  tubercu- 
losis is  so  uncommon  as  to  render 
sanatoriums  available  to  other 
treatment  regimens,  and  death  from 
hookworm  disease  has  long  been 
eliminated.  And  yes,  we  have  vital 
statistics,  tons  of  them  being 
spawned  by  the  computer  each 
year. 

The  progress  of  public  health  is 
demonstrated  by  trends  in  selected 
mortality  (Fig.  1).  These  and  other 
downtrends  largely  involved  reces- 
sions in  infectious  diseases  and 
malnutrition,  the  result  being  a 
dramatic  increase  in  median  age  at 
death,  from  a  scant  28.1  years  in 
1914  to  68.0  years  in  1975. 

FRONTIERS  OF  CHALLENGE 

While  the  past  century  has  been 
marked  by  outstanding  progress 
toward  saving  life  and  promoting 
health,  public  health  is  yet  chal- 
lenged as  we  continue  to  see  living 
standards  which  are  incompatible 
with  human  dignity  and  health  ser- 
vices which  are  inequitably  distrib- 
uted across  the  State.  Today,  also, 
we  see  the  emergence  of  new  dis- 
ease patterns  for  which  we  seek 
prevention  and  cure.  Unlike  infec- 
tious epidemics  of  early  times,  the 
new  epidemics  result  largely  from 
present  day  lifestyles.  We  face,  for 
example,  a  soaring  incidence  of  lung 
cancer,  emphysema  and  cirrhosis  of 
the  liver  and  unprecedented  rates  of 
homicide  and  suicide.  Drug  abuse, 
venereal  disease  and  other  self- 
styled  forms  of  suffering  and  prema- 
ture death  also  plague  our  populace 
—  and  such  silent  stalkers  as  heart 
disease  and  stroke  continue  to  kill 
and  cripple. 

Selected  mortality  trends  depict 
some  of  the  challenges  of  North 
Carolina's  present-day  health 
community  (Fig.  2).  Surely,  these 
are  the  patterns  which  must  be 
changed  as  we  strive  to  save  life  and 
promote  health  in  the  land  of  our 
forebears . 

But  hovs?  That  is  the  question. 
And  in  the  wisdom  of  Dr.  Rankin 
(1912)  comes  one  answer  —  that 
Public  Health  should  direct  its  life 
saving  efforts  into  those  places 
w,  here  its  work  is  most  demanded  — 
by  what?  —  by  high  death  rates. 


But,   "Where   are   such   places  in 
North  Carolina?  ..." 

The  Public  Health  Statistics 
Branch  commends  to  planners  and 
others  its  several  volumes  of  county 
vital  statistics  data  available  annu- 
ally in  published  form'""  or  in  com- 
puter printouts  located  in  the 
branch  and  in  county  health  de- 
partments and  regional  offices. ^'^ 

CONCLUSION 

Many  expect  that  some  form  of 
national  health  insurance  and  new 
forms  of  health  care  organization 
will  eventually  change  our  present 
system  of  health  care  delivery. 
Whether  this  is  so  remains  to  be 
seen  and,  in  any  event,  the  time  is 
not  yet.  In  the  meantime,  public 
health  —  hand  in  hand  with  the  pri- 
vate health  sector  and  other  com- 
munity groups  —  must  strive  to 
provide  a  healthy  environment  and 
quality  health  care  for  all  North 
Carolinians, 

In  concluding  this  commemora- 
tive view  of  North  Carolina's  health 
history,     we    quote    from     Dr. 
Koomen's    1969  Conjoint   Report, 
presented  May  20,  1970,  before  the 
Conjoint  Session   of  the   North 
Carolina  State  Board  of  Health  with 
the  Medical  Society  of  the  State  of 
North  Carolina."  Said  Dr.  Koomen: 
In  conclusion,  let  me  share 
with  you  two  quotations.  One 
is  by  G.  H.  T.  Kimble,  from  a 
report  to  the  Twentieth  Cen- 
tury Fund.  "It  is  bad  enough 
that  man  should  be  ignorant, 
for  this  cuts  him  off  from  the 
commerce    of    other    men's 
minds.  It  is  perhaps  worse  that 
a  man  should  be  poor,  for  this 
condemns  him  to  a  life  of  stint 
and  scheming  and  there  is  no 
time  for  dreams  and  no  respite 
for  weariness.  But  what  surely 
is  worse  is  that  a  man  should 
be  unwell,  for  this  prevents  his 
doing   anything    much    about 
either  his  poverty  or  his  igno- 
rance." The  second  quotation 
is  from  our  own  Dr.  George 
W.  Paschal,  Jr. ,  a  Raleigh  sur- 
geon and  past  president  of  the 
North  Carolina  State  Medical 
Society.  "The  solution  of  the 
complex  problem  of  providing 
health  services  will  require  a 
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FIGURE  1  —  PATHS  OF  PROGRESS,  NORTH  CAROLINA  MORTALITY .  1914-1975 

Cause-specitlc  rates  per  100.000  population;  fetal  and  infant  rates  per  1 .000  live  births;  maternal  rates  per  100,000  live  births.  These  rates  have 
not  been  adjusted  for  differences  arising  from  revisions  in  cause-of-death  coding  procedures. 
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KIGLRE  2  —  FRONTIERS  OF  CHALLENGE,  NORTH  CAROLINA  MORTALITY.  1914-1975 

Rates  per  100,000  population.  These  rates  have  not  been  adjusted  tor  differences  arising  from  revisions  in  causc-of-death  coding  procedures. 
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coordinated  effort.  The  most 
knowledgeable  members  of 
the  health  professions,  the 
ablest  men  in  the  field  of  pro- 
fessional management  and 
business  skills,  sound  pro- 
gressive community  planners, 
and  political  leaders  of  vision 
must  join  hands  in  a  common 
effort." 
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A  Century  of  Public  Health  in  North  Carolina 
Historical  Highlights 


1877— N.C.  Board  of  Health  established. 

1879 — Free  smallpox  vaccination;  failure  to  comply  with 
health  regulations  declared  a  misdemeanor. 

1S86 — First  issue  of  The  Health  BiilUtin.  the  first  publication 
of  this  type  in  the  U.S. 

1893 — Passage  of  health  act  establishing  rules  of  quarantine 
and  giving  Board  of  Health  oversight  and  care  of  inland 
waters,  systems  of  water  supply  and  sewage  disposal, 
common  carriers  and  public  institutions. 

1903 — Passage  of  bill  requiring  the  registration  of  nurses. 

1905 — Laboratory  of  Hygiene  established;  compulsory  vacci- 
nation in  Hyde  and  Washington  county  schools  upheld 
as  legal. 

1907 — State  Sanatorium  for  Tuberculosis  established  at  Mon- 
trose in  Hoke  County. 

1909— Position  of  fulltime  State  Health  Director  established 
with  an  annual  salary  of  S3.(KH).  secretary  of  the  Board 
to  serve;  Rockefeller  Sanitary  Commission  organized 
to  carry  out  hookworm  campaigns. 

191 1 — Organization  of  the  Guilford  County  Health  Depart- 
ment, the  second  county  health  department  in  the  U.S.; 
organization  of  the  N.C'.  Public  Health  .'Association. 

1912 — Organization  of  the  Robeson  County  Health  Depart- 
ment, the  tlrst  strictly  rural  health  department  in  the 
U.S. 

1913 — Vital  Statistics  Law  (births  and  deaths)  enacted; 
Bureau  of  Tuberculosis  Control  created. 

19LS — Free  typhoid  vaccination. 

1917 — Free  dental  clinics  for  school  children. 

1918 — Laboratory  began  manufacture  and  distribution  of 
biological  products,  i.e..  antitoxins  and  vaccines  for 
diphtheria,  tetanus,  smallpox,  typhoid,  and  pertussis; 
appointment  of  tlrst  dentist  to  a  state  public  health 
program. 

1919— Sanitary  Privy  Law. 

192() — Sc\  hygiene  education  instituted. 

1921 — Law  requiring  the  physical  examination  of  applicants 
for  marnage. 

1924 — System  for  county  control  over  midvMves  established. 

1935 — Industrial  hygiene  program  implemented;  passage  of 
the  Social  Security  ,\ct. 

1936— School  of  Public  Health  and  a  Department  of  Public 
Health  Dentistry  established  at  the  University  of  N.C; 
Crippled  Children's  Service  initiated;  venereal  disease 
control  emphasized. 

1937 — N.C.  the  first  state  to  include  birth  control  as  part  of  its 
public  health  piigram;  procurement  of  the  first  Negro 


physician  ever  employed  by  a  state  health  department; 
employment  of  a  qualified  nutritionist. 

1940 — Law  requiring  blood  test  of  all  expectant  mothers  in 
order  to  establish  evidence  of  syphilis. 

1944 — Hospital  and  Medical  Care  Commission  appointed. 

194.5 — Compulsory  immunization  against  whoopingcough  and 
smallpox. 

1949 — Mental  hygiene  program  implemented;  public  health 
services  in  all  100  counties. 

1950 — Program  for  fluoridation  of  public  water  supplies  ini- 
tiated. 

1951 — Veterinary  public  health  program  instituted. 

1956 — New  county  health  facilities  provided  by  state,  local 
and  Hill-Burton  funds. 

1957 — Enactment  of  revised  and  recodified  public  health  law  s. 

1958 — Registration  of  divorces  and  annulments  required  by 
law . 

1959 — N.C.  first  state  to  legislate  compulsory  immunization 
against  poliomyelitis;  Department  of  Water  Resources 
created;  radiation  control  services  established. 

1%1 — State's  first  Developmental  Evaluation  Clinic  estab- 
lished in  Winston-Salem. 

1%2 — Registration  of  marriages  required  by  law  . 

1%3 — Department  of  Mental  Health  created;  air  pollution 
control  authorized. 

1%6 — Screening  of  newborns  for  phenylalanine  (PKU);  dis- 
tribution of  live  measles  vaccine;  implementation  of 
Title  18  (Medicare). 

1%7— First  liberalization  of  N.C.  Abortion  Statute;  Mul- 
tiphasic and  cervical  cancer  screening;  Emergency 
Medical  Services  Program  established. 

1968 — Statewide  Medical  E^xaminer  System  implemented; 
Driver  Medical  Evaluation  Program  established. 

1970 — N.C.  first  state  to  conduct  statewide  nutrition  survey; 
implementation  of  Title  19  (Medicaid). 

1971 — Creation  of  the  N.C.  Department  of  Human  Resources. 

1973 — Legalized  abonion  (on  request)  and  state's  first  free- 
standing abortion  clime;  Division  of  Facility  Services 
created;  legislation  allowing  adoption  of  reasonable 
standards  to  govern  local  health  services. 

1974 — Enactment  of  National  Health  Planning  and  Resources 
Development  Act  creating  Health  Service  Areas. 

1975 — Expansion  of  Developmental  Evaluation  Clinics  to  in- 
clude screening  of  4-year-olds;  implementation  of  Title 
20  (social  services  programs  including  various  health 
service  components). 

iy77_N.C.'s  Public  Health  Centennial. 
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Hoover's  Sign — Rejuvenated  and  Amended 

Robert  L.  McMillan,  M.D..  F.A.C.P.,  F.A.C.C. 


ABSTRACT  Hoover's  sign,  a  valu- 
able physical  flnding  in  pericardial 
effusion,  has  been  relegated  to  medi- 
cal dictionaries  but  should  be  re- 
stored to  bedside  usage.  The  sign  is 
defined  by  inward  and  downward 
movement  of  the  left  costal  margin 
on  deep  inspiration  in  contrast  to  the 
normal  upward  and  outward  move- 
ment of  the  right  costal  margin.  Ab- 
normalities of  the  movement  of  the 
costal  margins  which  occur  in  pleural 
effusion,  emphysema,  asthma,  pneu- 
mothorax, lobar  pneumonia  and  pul- 
monary infarction  are  also  de- 
scribed. 


In  the  early  1930s  it  was  a  pleasure 
and  to  the  educational  benefit  of 
the  author  to  study  under  the  influ- 
ence of  internists  and  cardiologists 
who  had  been  taught  the  art  of  phys- 
ical diagnosis  by  the  late  Dr.  C.  F. 
Hoover  at  Western  Reserve  Uni- 
versity Hospital  in  Cleveland.  Ohio. 
Hoover's  sign  was  presented  as  use- 
ful in  the  diagnosis  of  pericardial  ef- 
fusion. 

In  this  age  of  instrumentation  and 
computers,  there  is  a  tendency  to 
bypass  the  elicitation  of  clinical 
bedside  physical  findings.  A  search 


of  the  literature  reveals  no  record  of 
Hoover's  sign  except  in  medical 
dictionaries.  The  findings  are  based 
on  the  motions  of  the  rib  cage 
brought  about  by  abnormal  action 
of  the  diaphragm.  Of  course,  in 
pericardial  effusion,  there  are  in- 
creased cardiac  dullness,  no  apical 
impulse,  absent  heart  sounds, 
paradoxical  pulse  and  engorgement 
of  the  neck  veins.  The  lung  bases 
are  clear.  In  Hoover's  sign,  the  left 
costal  margin  moves  downward  and 
inward  on  deep  inspiration, 
whereas,  the  right  costal  margin 
moves  upward  and  outward  in  a 
normal  manner  (Fig.  1). 


925  New  Garden  Road 
Greensboro.  North  Carolina  27410 


Fig.  1.  Diagram  shows  the  mincitients  of  the 
costal  margins  in  pericardial  effusion 
(Hoover's  sign).  The  same  occasionally  (Xturs 
in  massive  left  ventricular  hypertrophy  (cor- 
bovinuml.  left  pleural  effusion  or  pneumo- 
thorax. 


It  is  elemental,  although  funda- 
mental, to  describe  the  diaphragm 
as  a  domeshaped.  thin  muscle  on 
each  side,  which  normally,  on  inspi- 
ration, exerts  its  muscular  action  in 
a  vertical  manner  uith  the  rib 
movements  being  outward  and  up- 
ward as  the  lung  expands  (Fig.  2).  In 
the  following  conditions  the  dia- 
phragm performs  its  action  with  the 
exertion  of  its  contraction  being 
horizontal.  Thus,  there  is  down- 
ward and  inward  contraction  on  the 
affected  side. 

In  addition  to  the  findings  in 
pericardial  effusion,  the  following 
physical  signs  may  be  elicited  by 
observation  of  the  rib  movements, 
plus  additional  signs  as  follows. 

(A)  Right  Pleural  Effusion 

In  right  pleural  effusion,  the  right 


Fig.  2.  Diagram  shows  the  movements  of  the 
diaphragm  and  costal  margins  in  health. 
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ceistal  margin  moves  downward  and 
inward,  whereas  the  left  moves  up- 
ward and  outward.  Over  the  right 
lung  base  there  will  he  flatness  on 
percussion,  absent  breath  sounds 
and  deviation  of  the  mediastinum  to 
the  left.  The  left  lung  is  clear. 

(B)  Left  Pleural  Effusion 

The  findings  are  the  converse  ex- 
cursion of  the  left  costal  margin 
downward  and  inward,  with  that  of 
the  right  being  upward  and  outward. 
There  will  be  flatness  and  absent 
breath  sounds  on  the  left,  and  devia- 
tion of  the  mediastinum  to  the  right. 

(C)  Essential  Pulmonary  Em- 
physema 

In  this  condition  both  diaphragms 
are  flattened,  so  that  their  muscular 
action  is  horizontal  on  inspiration. 
Therefore,  both  costal  margins 
move  downward  and  inward  on  in- 
spiration. In  the  absence  of  infec- 
tion or  congestive  heart  failure  the 
lungs  are  clear  (Fig.  3). 

(D)  Chronic  Bronchial  Asthma 
When  there  is  bilateral  secondary 

emphysema,  the  costal  margins 
move  downward  and  inward  on 
deep  inspiration.  In  most  cases 
there  are  musical  rales  and  prolon- 
gation of  the  expiratory  phase  of  re- 
spiration. As  in  essential  em- 
physema the  chest  is  hyperresonant 
to  percussion. 

(E)  Pneumothorax 

Even  a  moderate  degree  of  col- 
lapse results  in  flattening  of  the 
diaphragm  on  the  affected  side.  The 
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Fig.  i.  Diagram  shows  movements  of  dia- 
phragm in  essential  pulmonary  emphysema. 
The  same  occurs  in  bilateral  pleural  effusion. 


costal  margin  on  that  side  moves 
downward  and  inward.  The  normal 
side  moves  upward  and  outward, 
often  to  an  abnormal  degree.  Breath 
sounds  are  absent  and  percussion  is 
tympanitic.  The  mediastinum  is 
shifted  away  from  the  affected  side. 

(F)  Lobar  Pneumonia 

There  will  be  dullness,  rales  and 
egophany.  Motion  of  the  involved 
side  is  restricted,  but  there  is  no  re- 
traction of  the  costal  margins  unless 
there  be  a  pleural  effusion.  To  dem- 
onstrate an  effusion  is  valuable  and 
may  lead  to  thoracentesis  with  some 
relief  in  the  attending  dyspnea.  (See 
Pleural  Effusion.) 

(G)  Pulmonary  Infarction 

If  there  are  moderate  to  severe 
physical  signs  of  consolidation,  i.e., 
dullness,  rales  and  increased  trans- 
mission of  the  breath  sounds,  there 
is  restriction  of  motion  of  the  rib 
cage  on  the  affected  side.  However, 


in  about  94%  of  cases  there  is  ex- 
quisite tenderness  to  even  light  per- 
cussion on  the  affected  side.'  This 
condition  does  not  result  in  retrac- 
tion of  the  costal  margin  on  inspira- 
tion unless  there  is  significant 
pleural  effusion.  The  patient  is  al- 
most always  supine,  since  lying  on 
either  side  or  prone  results  in 
marked  exaggeration  of  the  pain. 
These  findings  are  valuable  in  the 
diagnosis  of  pulmonary  infarction 
and  sources  of  emboli  should  be 
sought  out  and  eliminated  if  possi- 
ble. Thoracentesis  usually  produces 
cherry-red  fluid  which  generally 
clots  promptly. 

COMMENT 

To  facilitate  the  observation  of 
the  diaphragm,  it  is  well  to  place 
the  tips  of  the  thumbs  at  the  xiphoid 
process  with  the  palms  of  the  hands 
and  fingers  extending  over  the  cos- 
tal margins  right  and  left.  Upon  the 
finding  of  abnormal  signs  as  de- 
scribed, conventional  x-rays  and 
computerized  tomography  are  indi- 
cated to  qualitate  and  quantitate  the 
various  conditions.  Pericardial 
paracentesis  and  thoracentesis 
often  are  necessary  for  differentia- 
tion and  treatment. 
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In  the  late  1880s.  an  inquiry  sent  to  all  North  Carolina  counties  included  the  question.  "Have  you  the 
proper  means  of  confining  and  treating  the  insane?"  Only  one  county  responded  "Yes."  reporting  that 
the  per  capita  cost  of  maintaining  the  insane  was  $48  per  annum. 

Reacting  to  this  horror  of  his  day.  Board  of  Health  member  James  A.  Hodges  wrote: 

.  .  .  that  is  S4  per  month.  SI  per  week,  or  14  cents  per  day.  Think  of  iti  Does  it  not  seem 
incredible  that  a  human  being  could  be  lodged,  clothed,  cared  for  and  fed  for  a  twelve 
month  (sic)  on  so  small  an  amount?  Your  horse,  indeed,  could  not  be  stabled  for  twice  that 
sum. 
Concluding  his  appeal  for  proper  care  for  the  insane.  Dr.  Hodges  penned  this  battle-cry:  "Help  for  the 
Curables;  Hope  for  the  Incurables."  —  The  Care  of  the  Insane  of  Our  State  Outside  the  Asylums.  Third 
Biennial  Report.  IH^^-IS'^0. 
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Hospital  Facilities  for  Alcoholics  in 
North  Carolina 

John  A.  Ewing,  M.D.,  and  Beatrice  A.  Rouse,  M.  Ed. 


ABSTRACT  General  hospitals  in 
North  Carolina  are  providing  signifi- 
cant care  for  alcoholics  though  in 
many  cases  admission  policies  are  by 
no  means  liberal.  Hospitals  with 
separate  psychiatric  beds  seem  to  be 
more  wilHng  and  able  to  cope  with 
alcoholics  and  are  less  likely  to  report 
difficulties  in  terms  of  management 
or  fiscal  responsibility.  People  con- 
cerned with  improving  hospital 
facilities  for  alcoholics  should  proba- 
bly concentrate  their  efforts  on  de- 
veloping special  psychiatric  facilities 
and  detoxication  units  in  general 
hospitals.  Although  the  state  of 
North  Carolina  supplies  psychiatric 
and  rehabihtation  facilities,  it  is  clear 
that  these  can  only  reach  a  small  per- 
centage of  the  state's  affected  popula- 
tion. Thus,  physicians  in  office  and 
hospital  practice  must  improve  their 
recognition  of  alcoholism  and  their 
ability  to  treat  it. 

t  INTRODUCTION 

During  the  last  several  decades 
public  attitudes  have  swung 
from  moral  admonition  of  the  al- 
coholic to  acceptance  of  alcoholism 
as  a  medical  problem.  Indeed,  vari- 
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ous  medical  organizations  in  the 
United  States  have  not  only  recog- 
nized alcoholism  as  a  serious  public 
health  problem,  and  as  often  a  med- 
ical emergency,  but  they  also  have 
officially  accepted  medical  respon- 
sibility for  the  care  of  the  alcoholic. 
Position  statements  to  this  effect 
were  made  by  the  American  Medi- 
cal Association  in  1956,  by  the 
American  Hospital  Association  in 
1957  and  by  the  American  Psychi- 
atric Association  in  1965.  The 
American  Hospital  Association 
statement  on  alcoholism  included 
an  earlier  recommendation  by  one 
of  its  special  committees  that  "the 
primary  point  of  attack  (on  al- 
coholism) should  be  through  the 
general  hospital.  Because  of  the 
completeness  of  its  facilities  and  of 
its  accessibility,  it  is  the  logical 
place  to  which  an  alcoholic  or  his 
family  would  turn""'. 

While  more  and  more  physicians 
are  seeing  alcoholics  and  are  trying 
to  offer  help,  a  significant  question 
is  whether  hospital  facilities  are 
truly  available  for  the  alcoholic. 
This  issue  u  as  raised  at  a  meeting  of 
the  Professional  Services  Commit- 
tee of  Alcoholism  Professionals  of 
North  Carolina  and  as  a  result  of 
that  discussion  the  Center  for  Al- 
cohol Studies  undertook  this  sur- 
vey. 
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METHOD 

In  March,  1973,  a  two-page  ques- 
tionnaire was  sent  uith  a  covering 
letter  to  the  administrators  of  the 
175  North  Carolina  hospitals  listed 
in  Clark's  Directory  of  Southern 
Hospitals.  Recipients  were  asked  to 
respond  to  a  series  of  questions 
about  admission  policies  and  their 
experiences  with  alcoholic  patients. 
They  were  also  invited  to  send  addi- 
tional comments  and  to  remain 
anonymous  if  they  wished. 

RESULTS 

Questionnaires  were  returned  by 
128  institutions,  a  response  rate  of 
73%.  Fourteen  of  these  were  not 
applicable  to  our  study  because 
they  represented  institutions  such 
as  pediatric  hospitals,  student 
health  services  or  alcoholic  rehabili- 
tation centers.  Of  104  general  hospi- 
tals responding,  17  had  separate 
psychiatric  beds,  eight  had  no  such 
beds  but  did  take  psychiatric  pa- 
tients, 67  had  no  facilities  for 
psychiatric  patients  and  1 2  hospitals 
did  not  supply  this  information.  Ten 
other  hospitals  uere  characterized 
by  their  North  Carolina  adminis- 
trators as  other  than  the  above. 
These  included  state  mental  institu- 
tions and  long-term  medical  care 
facilities  and  were  also  included  be- 
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cause  alcoholics  were  among  the 
adult  patients  eligible  for  admission. 

Information  on  the  total  number 
of  beds  in  each  facility  was  fur- 
nished by  103  hospitals.  Of  these 
hospitals.  25%  had  fewer  than  50 
beds.  269^  had  50-99  beds.  249f  had 
100-199.  \l'7c  had  200-499  and  Wc 
had  500  or  more  beds.  The  total 
number  of  beds  at  the  103  hospitals 
giving  this  information  was  21.112. 

The  six  questions  and  the  re- 
sponses regarding  the  admission  of 
alcoholics  and  difficulties  as- 
sociated with  their  care  were  as  fol- 
lows: 

(1)  Docs  your  hospital  routinely 
admit  patients  with  the  diagnosis  of 
alcoholism?  Fewer  than  half  of  all 
the  hospitals  (45%)  answered  affir- 
matively. An  additional  249f  indi- 
cated that  they  "'sometimes'"  admit 
alcoholics,  while  Wc  reported  they 
admit  alcoholics  only  under  pres- 
sure. Most  of  the  general  hospitals 
with  separate  psychiatric  beds 
(82%)  admit  alcoholics  with  al- 
coholism as  their  only  presenting 
diagnosis:  however,  only  36%  of  the 
general  hospitals  with  no  psychiat- 
ric beds  do  so. 

(2)  Are  admissions  for  alcoholics 
more  easily  accomplished  if  they 
are  labeled  with  another  diagnosis 
such  as  gastritis  or  hepatitis?  Such 
labeling  assists  in  achieving  admis- 
sion for  alcoholics  in  43%  of  all  the 
hospitals  and  it  is  especially  true  in 
the  general  hospitals  without 
psychiatric  beds  (63%).  One  hospi- 
tal administrator  responded: 
"While  many  problems  may  result 
from  alcoholism,  they  do  require 
treatment  and  are  admitted  without 
subterfuge.  Care  of  the  root  prob- 
lem, alcoholism,  is  provided  at 
other  more  appropriate  institu- 
tions." 

(3)  Do  you  think  that  the  policy  of 
insurance  companies  (such  as  re- 
fusing to  pay  for  treatment  of  al- 
coholics) unduly  influences  medical 
and/or  hospital  practice  with  regard 
to  the  admission  of  the  alcoholic? 
Half  of  the  total  sample  felt  such 
policies  do  affect  the  admission  of 
alcoholics.  More  than  half  of  the 
general  hospitals  with  no  psychiat- 
ric beds  (57%)  responled  affirma- 
tively to  this  question.  On  the  other 
hand,  only  29%  of  the  hospitals  with 


separate  psychiatric  beds  agreed. 
Several  respondents  commented 
that  now  they  have  no  difficulties 
with  certain  insurance  companies. 
Although  it  was  not  included  in  this 
statistical  analysis,  it  is  interesting 
to  note  that  one  of  the  alcoholic  re- 
habilitation centers  indicated  that 
since  its  accreditation  it  collects 
■"almost  100%  third  party  pay- 
ments, whenever  "alcoholism'  was 
written  into  the  policy  as  a  treatable 
illness." 

Questions  4.  5  and  6  had  the  fol- 
lowing preamble:  Do  you  have  in- 
formation either  based  on  your 
knowledge  or  on  reports  from  doc- 
tors or  nurses  to  suggest: 

(4)  that  alcoholic  patients  are  dif- 
ficult to  care  for?  Of  the  total  sam- 
ple. 74%  answered  yes.  Those 
agreeing  were  more  likely  to  be  gen- 
eral hospitals  with  no  psychiatric 
beds  (85%)  and  those  without  sepa- 
rate psychiatric  beds  (63%)  than 
general  hospitals  with  separate 
psychiatric  beds  (53%). 

(5)  that  alcoholic  patients  are 
slow  to  pay  their  bills?  The  majority 
of  the  respondents  (64%)  responded 
alTirmatively.  Agreement  was  high- 
est among  general  hospitals  with  no 
psychiatric  beds  (70%)  and  lowest 
among  those  with  separate 
psychiatric  beds  (47%). 

(6)  that  alcoholic  patients  are 
otherwise  a  liability  to  the  hospital 
such  as  unduly  disturbing  other  pa- 
tients? Overall.  61%  of  the  hospitals 
ans.vered  yes.  General  hospitals 
with  no  psychiatric  beds  were  more 
likely  to  agree  (67%)  than  those  with 
separate  psychiatric  beds  (41%). 
One  respondent  representing  a  gen- 
eral hospital  with  no  separate 
psychiatric  beds,  however,  com- 
mented that  his  experience  has  in- 
cluded alcoholics  who  ranged  from 
being  "lambs  to  terrors"  and  that  it 
depends  entirely  on  the  patients  as 
individuals. 

Each  respondent  was  asked  to  es- 
timate the  percentage  of  ""labeled" 
alcoholics  treated  in  the  average 
year  in  that  hospital.  Of  the  100  hos- 
pitals answering  this  question.  87 
indicated  that  5%  or  fewer  of  all 
their  admissions  had  an  alcoholism 
diagnosis.  Hospitals  with  separate 
psychiatric  facilities  usually  indi- 
cated having  a  greater  percentage 


with  a  diagnosis  of  alcoholism  on 
admission. 

Next  came  the  request:  "Please 
estimate  the  percentage  of  "hidden' 
alcoholics  (i.e..  patients  on  medical 
or  surgical  or  other  services)  whose 
symptoms  are  superimposed  upon  a 
base  of  chronic  alcoholism."  The 
majority  of  those  responding  (69%) 
felt  that  no  more  than  1-5%  of  their 
beds, were  occupied  by  ""hidden  al- 
coholics" and  only  2%  thought  that 
as  many  as  2 1  %  or  more  of  the  beds 
were  so  occupied.  However,  one 
response  from  a  "teaching  hospital 
with  separate  psychiatric  beds"  in- 
dicated that  15%  of  their  medical 
admissions  were  recognized  al- 
coholics and  another  30%  were 
"hidden"  alcoholics. 

Information  was  also  solicited  re- 
garding the  number  of  alcoholics 
treated  in  each  of  the  general  hospi- 
tals. These  pafients  were  differen- 
tiated into  those  with  an  admitting 
diagnosis  of  alcoholism,  i.e.. 
""labeled  alcoholics."  and  those  al- 
coholics admitted  under  other  diag- 
noses, i.e..  "hidden  alcoholics." 
From  these  responses  an  attempt 
was  made  to  estimate  the  total 
number  of  beds  in  North  Carolina 
that  are  occupied  at  any  time  by  al- 
coholics. Of  the  103  hospitals  fur- 
nishing data  on  the  number  of  beds 
in  their  facilities.  93  estimated  the 
percentage  occupied  by  labeled  al- 
coholics and  79  estimated  the  per- 
centage in  their  hospitals  occupied 
by  hidden  alcoholics.  Based  on  the 
estimates  provided  by  the  hospital 
administrators,  a  minimum  of  2,213 
beds  were  occupied  by  labeled  al- 
coholics and  at  least  506  beds  by 
hidden  alcoholics.  A  total 
minimum,  therefore,  of  2,719  beds 
in  these  hospitals  were  occupied  by 
alcoholics.  These  responses  in- 
cluded reports  from  three  state 
psychiatric  hospitals  (with  2,237, 
1.869  and  1.750  beds  respectively) 
and  a  sanitarium  with  23  beds 
specializing  in  alcoholism.  These 
four  hospitals  together  supplied 
1 .873  beds  used  for  alcoholics.  This 
leaves  846  beds  occupied  by  al- 
coholics out  of  the  remaining  15,006 
general  hospital  beds  in  this  sample, 
representing  a  minimum  '"alcoholic 
occupancy  rate"  of  5. 64% (Table  1). 
If  we  assume  that  these  hospitals 
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TABLE  1 
Alcoholic  Occupancy  Rate  by  Type  of  Facility  (1973) 


Facility 

Stale  psyctiiatnc  hospitals 

Private  alcoholism  sanitarium 

General  hospitals 

State  alcoholic  rehabilitation  centers 


No.  01 
Alcoholic 
Patients 

1850 

23 

846 

227 

2,946 


Total 

Number 

Beds 

5856 

23 

15,006 

274 

21,159 


Alcoholic 

Occupancy 

Rate 

31  6% 

100  0% 

5  6% 

82  8% 


are  typical  of  others  throughout  the 
state,  we  can  project  this  occupancy 
rate  to  1.523  beds  occupied  by  pa- 
tients with  alcohol  problems  at  any 
time  out  of  the  approximately 
27.000  available  general  hospital 
beds  for  adults  in  North  Carolina. 

DISCUSSION 

The  inference  that  almost  69c  of 
general  hospital  beds  are  occupied 
by  patients  suffering  from  al- 
coholism (whether  "recognized'"  or 
"hidden"")  should  come  as  no  sur- 
prise, in  recent  years  the  enormity 
of  the  alcoholism  problem  is  begin- 
ning to  be  recognized  and  it  is 
clearly  a  condition  causing  morbid- 
ity and  mortality  in  the  ranges  we 
are  accustomed  to  consider  for 
heart  disease  and  cancer. - 

Several  systematic  surveys  of 
general  hospital  populations  have 
been  conducted  to  look  for  the 
"hidden  alcoholic'"  and  have  iden- 
tified from  one-third  to  one-half  of 
all  patients  as  having  a  labeled  sur- 
gical or  medical  condition  that  is  as- 
sociated with  alcohol  excess.-'"' 
These  surveys  have  usually  been 
conducted  in  university  or  large 
general  hospitals  and  may  not  be 
strictly  comparable  with  the  hospi- 
tals in  our  survey.  On  the  other 
hand,  the  alcoholic  may  sometimes 
be  treated  for  his  medical  or  surgical 
condition  and  his  primary  alcohol 


problem  may  be  missed  or  ig- 
nored.'^''  Thus,  our  respondents 
may  be  underestimating  the  num- 
bers of  alcoholics.  Although  the  ab- 
solute figure  is  not  known,  esti- 
mates put  North  Carolina"s  number 
of  alcoholics  at  no  fewer  than 
125.000.  If  the  North  Carolina  rates 
are  proportional  to  the  rest  of  the 
nation  as  a  whole,  the  figure  may 
exceed  200.000.- 

In  North  Carolina,  treatment 
facilities  specifically  for  alcoholics 
are  available.  The  state  provides 
psychiatric  hospitals  and  rehabilita- 
tion centers  and  there  are 
specialized  private  institutions  and 
hospitals  for  alcoholics.  Both  types 
of  facilities,  however,  were  elimi- 
nated in  calculating  the  above  gen- 
eral hospital  occupancy  rates. 

At  the  time  of  the  survey  the  three 
state  alcoholic  rehabilitation  cen- 
ters provided  274  specialized  treat- 
ment beds.  These  facilities  are  at 
Black  Mountain.  Butner  and 
Greenville  and  now  provide  330 
beds.  The  occupancy  rates  were 
829^.  819f  and  849f  respectively  in 
1973.  As  of  March.  1976.  the  rates 
were619f .  839f  and839f .  suggesting 
that  doctors  and  patients  are  not 
taking  full  advantage  of  the 
facilities,  particularly  in  the  Black 
Mountain  area. 

The  burden  that  alcoholism 
places  on  state  hospital  facilities  is 


demonstrated  in  Table  I .  This  al- 
coholism occupancy  rate  rose  to 
39.39'f  for  1974-75. 

Many  community  mental  health 
centers  are  beginning  to  provide 
emergency  and  detoxication  care 
for  the  alcoholic.  Even  so,  it  is  clear 
that  practicing  physicians  and  gen- 
eral hospitals  have  a  significant  role 
to  play  in  the  life  of  the  alcoholic* 
For  example,  the  conclusions  based 
on  this  survey  indicate  that  North 
Carolina  general  hospitals  treat 
enough  alcoholics  to  place  each  of 
the  estimated  1 25.000  alcoholics  in  a 
hospital  bed  for  4. 5  days  every  year. 
Thus,  we  must  do  all  we  can  to  teach 
professionals  to  recognize  al- 
coholism" and  to  develop  useful 
medical  approaches  which  can  offer 
therapeutic  help.'" 
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.  ,  .  Not  only  is  tuberculin  the  most  marvelously  accurate  diagnostic  agent  known  to  the  veterinarian, 
but  someday  you  practitioners  of  human  medicine  will  learn  a  lesson  from  us  and  use  it  extensively  for 
the  early  diagnosis  of  tuberculosis  m  your  patients. — Dr.  Tuit  BiilU-r,  N.C.  Sluif  W'tcrinarian.  li>  the 
Cimjtnnl  Si'ssktn  ttf  1902.  Ninth  Biennial  Ripttrt.  IWl-1902. 
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Editorials 


A  SALUTE  TO  AUTHORS,  REVIEWERS  AND 
READERS 

Of  the  150  hours  of  postgraduate  study  required 
every  three  years  by  our  society,  75  can  be  spent  in 
reading  —  books,  journals,  monographs.  Spiro'  has 
recently  commented  about  the  physician's  vulnerabil- 
ity to  education;  he  is  in  danger  of  being  flooded  with 
things  to  read.  The  problem  is  one  of  selectivity,  how 
to  know  what  to  read  carefully,  what  to  scan  and  what 
to  read  by  title.  With  such  a  deluge  of  the  printed 
word,  little  wonder  state  medical  societies  are  pensive 
about  their  journals.  Advertising  revenues  are  di- 
minishing; illustrations  of  highest  quality  and  in  color 
dare  not  be  dreamt  of  and  important  economic,  politi- 
cal and  legislative  actions  go  unreported  from  lack  of 
staff  and  time.  One  of  the  omniscient  bodies  in 
Washington  has  even  pronounced  that  medical  writers 
who  have  to  pay  page  charges  are  advertising,  an 
interesting  interpretation,  which  could  affect  among 
other  things  postal  rates  for  periodicals. 

Still  the  North  Carolina  society  persists  in  publish- 
ing a  journal  for  its  readers.  As  Spiro  also  notes,  "The 
physician  writer  is  a  true  amateur' '  who  writes  to  learn 
as  well  as  to  teach.  To  encourage  such  writing  our 
advice  to  authors  has  recently  been  revised  in  the  hope 
that  both  writer  and  editor  will  have  an  easier  time. 
Since  each  manuscript  is  carefully  read  and  reviewed, 
attention  to  our  suggestions  is  also  a  quiet  tribute  to 
our  many  uncomplaining,  even  stoical  reviewers,  all 
of  whom  have  written  papers  too.  Their  efforts  are 
extremely  helpful  not  only  to  authors  but  also  to  the 
editor  who  couldn't  survive  without  such  assistance. 

We  have  also  changed  the  front  page  a  little  which 
we  hope  will  make  it  more  attractive.  By  doing  this 
and  by  providing  introductory  abstracts,  the  reader 
can  perhaps  be  more  selective  and  use  his  reading  time 
more  efficiently.  And  if  you  are  impelled  to  write 
about  medicine  for  the  sheer  pleasure  of  expressing 
your  thoughts  and  manipulating  that  marvelously 
supple  tool,  the  English  language,  keep  us  in  mind. 

J.H.F. 
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SUGGESTIONS  FOR  AUTHORS 

The  North  Carolina  Medical  Journal  wel- 
comes the  contribution  of  original  articles  —  scien- 
tific, historic  and  editorial  —  provided  that  they  have 
neither  been  published  previously  nor  have  they  been 


simultaneously  submitted  for  publication  in  other 
medical  periodicals.  Papers  concerned  with  all  as- 
pects of  the  practice  of  medicine  in  North  Carolina  are 
particularly  solicited. 

Manuscripts 

Two  copies  of  the  complete  manuscript  including 
legends,  tables,  references  and  glossy  prints  should  be 
submitted.  All  copies  should  be  typed  on  standard  size 
paper,  double-spaced  with  margins  at  least  3  cm; 
xerographic  reproductions  are  preferred  to  carbon.  A 
covering  letter  indicating  the  author  responsible  for 
correspondence  and  his  address  should  accompany 
the  manuscript. 

Titles  and  Authors'  Names 

These  should  be  provided  on  a  separate  page  in 
duplicate  giving  the  full  title  of  the  paper;  a  shorter  title 
for  the  table  of  contents;  the  author(s)  first  name(s), 
initial(s)  and  academic  degree(s);  the  name  of  the  de- 
partment and  institution  where  the  work  was  done  and 
the  name  and  address  of  the  author  to  whom  requests 
for  reprints  should  be  directed. 

Abstracts 

On  a  separate  sheet,  a  double-spaced  abstract  of  not 
more  than  150  words  should  be  submitted  in  duplicate. 
This  should  be  factual  telling  of  what  was  done,  what 
was  observed  and  what  was  concluded.  A  separate 
summary  should  not  be  provided. 

Abbreviations  and  Symbols 

Usage  recommended  in  STYLE  MANUAL  FOR 
BIOLOGICAL  JOURNALS  (3rd  ed. ,  1972)  should  be 
followed  insofar  as  possible.  The  first  time  an  abbrevi- 
ation is  used,  it  should  be  explained.  Generic  names 
should  be  employed  for  drugs;  if  the  author  wishes  to 
identify  an  agent  by  trade  name,  it  should  be  inserted 
parenthetically  at  the  first  use  of  the  term.  Units  of 
measurement  should  generally  be  metric  including 
height  and  weight. 

References 

References  should  be  double-spaced  and  on  a  sepa- 
rate page(s)  and  should  be  numbered  consecutively  as 
they  are  cited  in  the  text.  The  citations  should  conform 
to  the  style  of  the  INDEX  MEDICUS  and  the  publica- 
tions of  the  American  Medical  Association.  The  inclu- 
sive pages  should  be  given  but  the  number  and  day  or 
month  of  the  cited  issue  should  not  be  included.  Au- 
thor(s)  surname  and  initial(s);  title  and  subtitle  of  the 
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AZO  GANTANOL 


FOR  THE  PAIN 

Quickly  relieves  painful  symptoms  such  as  burning 
and  pain  associated  with  urgency  and  frequency. 

E  Recommended  antibacterial  therapy;  up  to  3  days 
with  Azo  Gantanoi,  then  11  days  with  Gantanol  (sulfa- 
methoxazole). 

Before  prescribing,  please  consult  complete  product  information, 
a  summary  of  which  follows: 

Indications:  In  adults,  urinary  tract  infections  complicated  by 
pain  (primarily  pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella- Aerobacter ,  Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less  frequently,  Proteus  vulgaris)  in  the 
absence  of  obstructive  uropathy  or  foreign  bodies. 
Note:  Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests  with 
bacteriologic  and  clinical  response;  add  aminobenzoic  acid  to 
follow-up  culture  media.  The  increasing  frequency  of  resistant  organ- 
isms limits  the  usefulne'ss  of  antibacterials  including  sulfonamides. 
Measure  sulfonamide  blood  levels  as  variations  may  occur; 
20  mg/100  ml  should  be  maximum  total  level. 

Contraindications:  Children  below  age  1^;  sulfonamide  hyper- 
sensitivity; pregnancy  at  term  0r\6  during  nursing  period;  because 
Azo  Gantanol  contains  phenazopyridine  hydrochloride  it  is  contrain- 
dicated  in  glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  with  G.I.  disturbances. 

Warnings:  Safety  during  pregnancy  not  established.  Deaths  from 
hypersensitivity  reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias  have  been  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice)  may  indicate  serious  blood 
disorders.  Frequent  CBC  and  urinalysis  with  microscopic  examination 
are  recommended  during  sulfonamide  therapy. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or 
hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucose-6- 
.phosphate  dehydrogenase-deficient  individuals  in  whom  dose-related 
hemolysis  may  occur.  Maintain  adequate  fluid  intake  to  prevent 
crystallur^ia  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis,  aplastic 
anemia,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  purpura. 


FOR  THE  PATHOGENS 

■  Effectively  controls  susceptible  pathogens  such  as 
E.  coli.  Klebsiella-Aerobacter,  Staph,  aureus,  Proteus 
mirabilis  and,  less  frequently,  Proteus  vulgaris. 

''nonobstructed:  due  to  susceptible  organisms 

hypoprothrombinemia  and  methemoglobinemia);  allergic  reactions 
(erythema  multiforme,  skin  eruptions,  Stevens-Johnson  syndrome, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis);  G.I.  reactions  (nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and  stomatitis);  CNS  reactions 
(headache,  peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia);  miscellaneous 
reactions  (drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.  E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens.  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have  caused 
rare  instances  of  goiter  production,  diuresis  and  hypoglycemia. 
Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acute,  painful  phase  of 
urinary  tract  infections.  Usual  adult  dosage:  2  Gm  (4  tabs)  initially, 
then  1  Gm  (2  tabs)  B.I.D.  for  up  to  3  days.  If  pain  persists,  causes  other 
than  infection  should  be  sought.  Alter  relief  of  pain  has  been 
obtained,  continued  treatment  with  Gantanol  (sulfamethoxazole) 
may  be  considered.  n 

NOTE:  Patients  should  be  told  that  the  orange-red  dye 
(phenazopyridine  HCI)  will  color  the  urine. 

Supplied:  Tablets,  red.  film-coated,  each  containing  0.5  Gm 
sulfamethoxazole  and  100  mg  phenazopyridine  HCI— bottles  of 
100  and  500. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


I®  Each  capsule  contains  50  mg.  of 
Dyrenium'  (triamterene.  SK&I-  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


maux 

Irademaik 

MAKES  SENSE 

FOR  LOKG-TERM  CONTROL 

OF  HYPERTENSrON* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows: 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  mitial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


*  Indications:  When  the  fixed  combination  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  "Dyrenium* 
component  is  warranted. 

Contraindications:  Further  use  in  progressive 
renal  or  hepatic  dysfunction;  hyperkalemia.  Pre- 
existing elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs.  Routine  use  of  diuretics  in 
otherwise  healthy  pregnancy. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with 


cardiac  irregularities.  It  is  more  likely  in  severely 
ill  patients  with  urine  volume  less  than  one  hter/ 
day.  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determi- 
nations of  serum  K*  should  be  made.  If  hyper- 
kalemia develops,  substitute  a  thiazide  alone, 
restrict  K  intake.  The  presence  of  a  widened 
QRS  complex  or  arrhythmia  in  association  with 
hyperkalemia  requires  prompt  additional  therapy. 
Thiazides  are  reported  to  cross  the  placental 
barrier  and  appearin  breast  milk;  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  other  adverse  re- 
actions that  have  occurred  m  the  adult  may  result. 
When  used  m  pregnancy  or  in  women  who  mi ght 
bear  children.  uei>^h_potentiaI~bcnefits  agamst 
pobsiblc  hazardsTo  fL-tub.  Adequate  information 
on  use  tn  children  is  not  available. 
Precautions;  Do  periodic  serum  electrolyte 
determinations  {particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine  de- 
terminations should  be  made,  especially  m  the 
elderly,  diabetics,  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs  of 
impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone is  used  concomitantly,  determine  serum 
K  frequently;  both  can  cause  K  retention  and 
elevated  serum  K'  .  Two  deaths  have  been  re- 
ported with  such  concpmitant  therapy  (m  one. 
recommended  dosage  was  exceeded,  in  the  other 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias. 
liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  reced- 
ing Dyrenium""    (triamterene,    SK&F   Co.).   and 


leukopenia,  thrombocytopenia,  agranulocytosis,- 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Do  periodic  blood  studies  in  cirrhotics 
to  check  for  nondrug-related  variations  in  blood 
pictures,  and  in  patients  with  folic  acid  depletion, 
since  'Dyrenium"  may  contribute  to  appearance 
of  megaloblastosis.  Antihypertensive  effect  may 
be  enhanced  in  post-sympathectomy  patients. 
Use  cautiously  in  surgical  patients.  The  following 
may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  {diabetic 
insulin  requirements  may  be  altered),  hyperuri- 
cemia and  gout,  digitalis  intoxication  (m  hypo- 
kalemia), decreasing  alkali  reserve  with  possible 
metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine 
Adverse  Reactions;  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis, 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias. 
icterus,  pancreatitis,  xanthopsia  and.  rarely, 
allergic  pneumonitis  have  occurred  with  thia- 
zides alone. 

Supplied;  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for  in- 
stitutional use  only). 
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c  CODEINE 
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Each  tablet  contains: 

codeine  phosphate,  32  mg  (gr  V2), 

(Warning:  iVIay  be  habit-forming); 

aspirin,  227  mg;  pnenacetin,  162  mg; 

and  caffeine,  32  mg. 
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c  CODEINE 
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Each  tablet  contains: 

codeine  phosphate,  30  mg  {gr'/2), 

(Warning:  May  be  habit-forming); 

and  acetaminophen  300  mg. 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


paper;  journal  or  book  in  which  it  appeared;  volume 
number,  inclusive  pagination  and  year  for  journal  cita- 
tion; title  of  book,  editor  if  a  collection,  edition  other 
than  first,  city,  publisher,  year  and  page  of  specific 
reference  for  books  should  be  indicated.  For  example: 

1.  Villant  GE.  Sobowale  NC.  Mc Arthur  C:  Some 
psychologic  vulnerabilities  of  physicians.  N 
Engl  J  Med  287:372-375.  1972. 

2.  Fox  RC:  The  Student-Physician:  Introductory 
Studies  in  the  Sociology  of  Medical  Education. 
Edited  by  Merton  RK.  Cambridge,  Harvard 
University  Press,  19?7,  pp  207-241. 

3.  Sniscak  M:  Cumulative  Cumulus  Therapy.  Los 
Angeles.  Exotic  and  Esoteric  Press,  1984,  p  81. 

Unpublished  data  and  personal  communications 
should  be  alluded  to  in  footnotes.  Footnotes,  how- 
ever, should  be  limited  and  separated  from  the  text  by 
a  line. 

Tables  and  Illustrations 

These  should  be  typed  in  double-space  on  separate 
sheets.  Arabic  numerals  should  be  used  and  a  legend 
for  each  table  submitted.  Tables  should  be  as  succinct 
as  possible.  Lines  should  be  omitted  and  symbols  for 
units  given  with  the  column  heading.  Other  symbols 
should  be  explained  at  the  bottom  of  the  table.  Illustra- 
tions should  be  glossy,  black  and  white  prints  or  line 
drawings.  The  name  of  the  first  author,  the  figure 
number  and  the  top  of  the  figure  should  be  written 
lightly  in  pencil  on  the  back  of  each  print.  Legends  are 
to  be  typed  consecutively  for  each  figure  on  a  separate 
sheet.  If  illustrations  have  appeared  elsewhere,  per- 
mission for  reproduction  from  both  the  author  and 
publisher  must  accompany  the  manuscript. 

Reviewing 

All  manuscripts  are  read  by  the  editor.  Most  of  them 
are  also  reviewed  by  members  of  the  editorial  board  or 
other  referees.  Constructive  comments  by  these  re- 
viewers will  be  returned  to  authors  who  will  usually  be 
notified  within  one  month  of  receipt  of  the  manuscript 
of  editorial  action.  Editorial  correspondence  should 
be  directed  to: 

Editor 

North  Carolina  Medical  Journal 

300  S.  Hawthorne  Road 

Winston-Salem,  North  Carolina  27103 


I.  "WHO  SHALL  BE  THE  SHAMAN?" 

The  Rockefeller  Foundation  has  during  its  illustri- 
ous history  served  more  effectively  to  advance  and 
protect  human  welfare  than  most  governments,  so  it  is 
of  considerable  interest  to  learn  that  Dr.  John 
Knowles,  the  Foundation  president,  recently  invited 
20  physicians,  philosophers,  social  scientists  and  med- 
ical administrators  to  sit  in  colloquium.'  Such  higher 
echelon  conversation  is  often  of  great  value;  it  helps 
the  sponsors  to  identify  appropriate  projects,  it  cuts 
across  lines  and  restrictions  of  intellectual  disciplines, 
it  constructs  theses  to  be  attacked  and  reconstructed 
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and  it  provides  editors  with  something  to  write  about. 

The  20  were  concerned  with  the  sorts  of  accommo- 
dations society  in  general  and  physicians  specifically 
were  making  and  v\  ill  have  to  make  in  what  some  have 
called  postindustrial  society.  The  role  of  gadfly  at  the 
Rockefeller  sessions  was  apparently  played  by  Dr. 
Lewis  Thomas,  the  pathologist  and  medical  adminis- 
trator, whose  The  Lives  i)f  a  Cell.'-  the  collection  of 
his  comments  originally  published  in  the  New  England 
Journal  of  Medicine,  emphasized  that  the  universe 
could  and  perhaps  should  be  viewed  as  organism.  If 
this  is  so.  and  the  evidence  is  consistent,  the  times 
may  call  for  a  biologic  age  in  which  nature  is  recog- 
nized as  an  exponent  of  both  predestination  and  of  free 
will.  Thus,  Dr.  Thomas  can  adduce  good  reason  for 
proclaiming  that  psychosomatic  medicine  is  going  out 
of  style  worsted  by  a  curative  technology  which  is 
evolving  because  our  knowledge  of  human  biology  is 
increasing  enough  to  allow  allegiance  to  such  a  con- 
cept. 

Dr.  Thomas's  suggestion  naturally  met  with  consid- 
erable dissent,  because  it  was  not  sufficiently  con- 
cerned apparently  with  the  unasked  question,  "Who 
shall  be  the  shaman?'"  Curative  technology  has  yet  to 
be  devised  for  the  identification,  quantification  and 
curing  of  devils  and  their  hand-maidens,  the  deadly 
sins.  After  technological  cures,  patients,  their  lives 
altered  by  grief,  intimations  of  mortality,  breakdown 
of  pedestrian  emotional  defenses  and  exhaustion  of 
financial  resources,  may  wander  unguided  in  a  no- 
man's  land  unpopulated  by  good  fairies. 

At  the  point  of  technological  cure,  the  doctor- 
patient  relationship  becomes  more,  not  less,  impor- 
tant, an  axiom  not  requiring  further  comment.  But 
what  of  the  patient  whose  disease  is  incurable  but 
whose  life  can  be  sustained  as  the  patient  with  end- 
stage  renal  disease  whose  nuclear  family  must  be  ex- 
panded to  include  nephrologist.  dialysis  technicians, 
dieticians,  social  workers,  the  friendly  folks  at  the 
local  Social  Security  office  and  that  inscrutable  icon 
with  dials,  the  artificial  kidney?  Society,  at  least 
Western  society,  has  decreed  that  chronic 
hemodialysis  is  worthy  of  support  by  our  tax  monies. 
Yet.  while  offering  dollars,  it  has  stopped  short  of 
condoning  or  encouraging  self-respect.  Of  course,  pa- 
tients feel  better  in  the  beginning  as  homeostasis  is 
partially  restored  but  a  plateau  often  follows,  marked 
by  awareness  that  maximum  improvement  has  been 
reached  and  that  things  will  never  be  the  same  again. 
At  this  stage,  part-time  work,  education  for  a  different 
work,  something  tojustify  one's  existence  is  essential. 
But  as  the  Wall  Street  Journal'-^  has  recently  noted, 
government,  industry  and  insurance  com.panies  seem 
fixed  in  denying  many  of  the  recipients  of  curative  and 
maintenance  technology  reentry  into  the  essential  or- 
ganism: society. 

Dramatists  from  the  Greeks  to  our  day  have  seemed 
to  appreciate  the  cost  of  such  denial  better  than  scien- 
tists. From  the  struggles  of  Prometheus  and  the  im- 
precations of  King  Lear  to  the  wanderings  through 
time  and  trouble  of  Estragon  and  Vladimir  in  Becket's 
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jewel  of  the  theatre  of  the  absurd.  Waiting  for  Godot. 
the  path  of  stranded  man  has  assumed  both  tragic  and 
heroic  dimensions.  One  needs  only  to  struggle  with 
the  half-life  lived  by  some  of  the  beneficiaries  of  our 
powerful  instruments  to  realize  that  the  needs  of 
biologic  man  may  not  be  well  met  by  such  devices. 
If  the  physician  in  this  country  is  sometimes  frus- 
trated by  his  powerlessness  in  some  of  these  situa- 
tions, let  him  only  look  to  other  countries.^  Much  has 
been  made  of  providing  poorly  developed  nations  with 
the  technological  advances  of  Western  civilization. 
Usually  this  has  meant  that  we  have  given  money 
away  without  bettering  conditions.  Our  statesmen 
tinker  with  society  without  understanding  the  relation 
between  politics,  psychology  and  biology  as  reflected 
in  ecological  balance,  failing  to  understand  that  "the 
gift  without  the  giver  is  bare."  Our  resources  are  finite 
and  must  be  used  within  the  frame  work  prescribed  by 
the  biologic  limits  of  life.  Bigness,  millions  of  dollars 
are  sometimes  inferior  to  the  small,  cheap  and  sound 
as  witness  the  hazards  of  acromegaly,  the  frustrations 
and  carbon  monoxide  of  freeways  and  the  effects  of 
drug  overdose. 


Perhaps  it  is  time  for  the  doctor  to  resume  the  role  of 
shaman,  not  to  abandon  it.  Uniquely  placed  between 
science  and  the  arts,  between  biology  and  politics,  our 
opportunities,  and  thus  our  responsibilities,  force  the 
role  upon  us.  Not  too  long  ago  the  South  could  be 
described  as  a  deprived  region  in  the  United  States, 
pellagra  and  hookworm  ridden,  poor,  ignorant.  So 
when  we  read  of  an  epidemic  of  veno-occlusive  dis- 
ease of  the  liver  in  Afghanistan''  and  India''  because 
starving  populations  during  droughts  ingested  cereals 
contaminated  with  plant  seeds  (Heliotropium  and 
Crotolaria  species)  containing  hepatotoxic  pyr- 
rolizidine  alkaloids,  we  should  realize  more  easily  and 
sympathetically  than  most  that  there  are  no  easy 
answers,  that  big  is  not  always  better  and  that  not  all 
which  comes  from  the  West  is  thrice  blessed. 
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WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  of 
the  Bowman  Gray.  Duke  and  UNC  Schoolsof  Medicine  are  accred- 
ited by  the  American  Medical  Association.  Therefore  CME  pro- 
grams sponsored  or  co-sponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I  credit  toward  the  AMA  Physician's 
Recognition  Award,  and  for  North  Carolina  Medical  Society 
Category  "A"  credit.  Where  AAFP  credit  has  been  requested  or 
obtained,  this  also  is  indicated. 

2.  The  "place"  and  "sponsor"  are  indicated  for  a  program  only 
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when  these  differ  from  the  place  and  source  to  write  "'for  informa- 
tion." 

PROGRAMS  IN  NORTH  CAROLINA 

February  4-6 

AAMA/NCSS  Winter  Education  Seminar 
Place;  Bordeaux  Hotel.  Fayetteville 
Fee:  $20 

Credit:  CEU's  will  be  given 

For  Information:  Mrs.  June  Aysse,  Seminar  Chairman,  2338  Col- 
gate Dr..  Fayetteville  28348 

February  5 
Pediatric  Symposium  for  the  Practicing  Physician 
Place:  Velvet  Cloak  Inn,  Raleigh 
Sponsors:  Wake  AHEC  and  Raleigh  pediatricians 
Fee:  SS.*!  for  physicians  and  $]>  for  housestaff 
For  Information:  Mrs.  Joann  Phillips,  Wake  AHEC,  3000  New  Bern 
Avenue.  Raleigh  27610 

February  5-6 

Update  in  Clinical  Anesthesiologv 

Place:  Berryhill  Hall 

Sponsors:  UNC  School  of  Medicine,  Department  of  Anesthesiol- 
ogy and  Department  of  Continuing  Education 

Fee:  $10 

Credit:  AAFP  approval  requested 

For  Information:  Oscar  L.  Sapp  III,  M.D.,  Associate  Dean  for 
Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 
27514 

February  10-11 

Cancer  Control  Activities  in  North  Carolina 
Place:  Royal  Villa  Hotel.  Greensboro 
Fee:  $20.00 

For  Information:  Diane  McGrath.  Ph.D..  200  Atlas  Street.  Durham 
27705 

February  11-12 

American  College  of  Physicians — North  Carolina  Society  of  Inter- 
nal Medicine  Annual  Meeting 

Place:  Sheraton  Crahtree  Motor  Inn.  Raleigh 

For  Information:  John  T.  Sessions.  Jr..  Department  of  Medicine, 
UNC  School  of  Medicine,  Chapel  Hill  27514 

February  13-18 

Annual  Review  Course  in  Electroencephalography 
Place:  Duke  University  Medical  Center 

For  Information:  William  P.  Wilson,  M.D..  P.O.  Box  3838.  Duke 
University  Medical  Center.  Durham  27710 

February  16 

Wingate  Johnson  Memorial  Lecture 

Speaker:  Eugene  Braunwald.  M.D.,  Harvard  Medical  School 

Credit:  2  hours:  AAFP  approval  requested 

For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine. 
Winston-Salem  27103 

February  23-26 

Workshop:  Electrolyte  and  Acid-Base  Disorders 

Fee:  $150 

Credit:  21  hours;  AAFP  approval  requested 

For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

February  24-25 

Malignant  Disease  Symposium  on  Gynecologic  Oncology  for  the 

Practicing  Physicians — An  Update 
Place:  Clinic  Auditorium.  Chapel  Hill 

Credit:  10'/2  hours  AM  A  Category  1;  .'KAFP  approval  requested 
For  Information:  Oscar  L,  Sapp,  HI,  M,D.,  Associate  Dean  For 

Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 

27514 

February  26-27 

I  Methods  and  Treatment  in  the  Use  of  Psychotropic  Drugs 
i  Place:  Duke  University  Medical  Center 
For  Information:  Joseph  B.  Parker,  Jr..  M.D..  P.O.  Box  3837.  Duke 
University  Medical  Center,  Durham  27710 

January  1977,  NCMJ 


March  9-12 

Internal  Medicine  Annual  Svmposium  '77 

Place:  Berryhill  Hall 

Fee:  $1.^0 

Credit:  25  hours;  AAFP  approval  requested 

For  information:  Oscar  L.  Sapp,  111,  M.D..  Associate  Dean  for 

Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 

27514 

March  11 

Workshop  on  Arthroscopy 

Place:  Babcock  .Auditorium 

For  Information;  I  mery  C  Miller,  M.D..  Associate  Dean  for  Con- 
tinuing Education,  Bouman  Gray  School  of  Medicine. 
Winston-Salem  27103 

March  11-12 

Annual  E,  C,  Hamblen  Symposium  in  Reproductne  Biolog\  and 

Family  Planning 
Sponsors:  Duke  University  Medical  Center  and  the  Department  of 

Obstetrics  and  Gynecology 
For  Information:  Charles  B.  Hammond.  M.D..  Box  3143.  Duke 

University  Medical  Center.  Durham  27710 

March  12-13 

2nd  Annual  Radiologv  Seminar 

Fee:  SKK) 

Credit;  V  hours;  A.AFP  approval  requested 

For  Information:  Emery  C.  Miller.  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bouman  Gray  School  of  Medicine, 
Winston-Salem  27103 

March  18 

Myelodysplasia — Orthopedic  Course 

For  Information:  Robert  J.  Ruderman,  M.D.,  Department  of  Or- 
thopedics, Duke  University  Medical  Center.  Durham  27710 

March  18-19 

Frank  R.  Lock  Obstetrics  and  Gvnecolocv  Seminar 

Fee:  $100 

Credit:  9  hours:  AAFP  approval  requested 

For  Information:  Emery  C.  Miller.  M.D..  .Associate  Dean  forCon- 

tinuing    Education,     Bowman    Grav     School    of    Medicine. 

Winston-Salem  27103 

March  28-April  1 

Radiology  of  Bones  and  Joints 
Place:  Downtowner  Motor  Inn.  Durham 
Fee;  $300;  registration  limited  to  100 
Credit;  30  hours 

For  Information:  Robert  McLelland.  M.D..  Radiology-Box  3808. 
Duke  University  Medical  Center.  Durham  27710 

March  30 

"Gl  Rounds  —  Peptic  Ulcer  Disease  —  .An  Update!" 
Place:  Lee  County  Hospital.  Sanford 
Sponsor:  Lee  County  Medical  Society 
Credit;  3' 2  hours:  approval  requested 

For  Information:  Robert  S.  Cline.  M.D..  106  Hillcrest  Dr.,  Sanford 
27330 

.April  1-2 

Practical  Pediatrics 

Fee:  $50 

Credit;  9  hours;  AAFP  approval  requested 

For  Information:  Emery  C.  Miller.  M.D.,  .Associate  Dean  for  Con- 
tinuing Education,  Bowman  Grav  School  of  Medicine. 
Winston-Salem  27103 

April  8-9 

American  College  of  Surgeons — N.C.  Chapter — .Annual  Meeting 
Place:  Ramada  Inn.  Durham 

For  Information:  James  S.  Mitchener,  M.D.,  Box  1599.  Laurinburg 
28352 

April  21 

Gastrointestinal     Bleeding — Wilson     Memorial     Hospital     Post- 
graduate Symposium 
Place:  Wilson  Memorial  Hospital  Learning  Center 
Sponsors:  Wilson  Memorial  Hospital,  VV  ilson  Chapter-AAFP  and 

AHEC 
Credit;  AMA  Category  I:  A.AFP  approval  requested 
For  Information:  William  Bantleld,  M.D..  Wilson  Clinic,  Wilson 
27893 
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April  22-23 

3rd  Annual  Perinatal  Postgraduate  Course 

Credit:  AMA  Category  I;  AAFP  approval  requested 

For  Information:  Oscar  L.  Sapp.  III.  M.D.,  Associate  Dean  for 

Continuing  Education.  UNC  School  of  Medicine.  Chapel  Hill 

27514 

April  26-27 
Annual  Meeting  of  the  North  Carolina  Thoracic  Society 
Place:  Great  Smokies  Hilton.  Asheville 
Sponsor:  North  Carolina  Thoracic  Society 

For  Information:  Mr.  C.  Scott  Venable.  Executive  Director.  North 
Carolina  Lung  Association.  P.O.  Box  127.  Raleigh  27602 

April  28 

6th  Annual  New  Bern  Medical  Symposium  —  Cardiovascular  Dis- 
ease 
For  Information:  W.B.Hunt.  Jr..  M.D..  Box  2 157,  New  Bern  28560 

May  4-5 

Breath  of  Spring  '77  Respiratory  Care  Symposium 

Fee:  $35 

Credit:  9  hours;  AAFP  approval  requested 

For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine. 
Winston-Salem  27103 

May  5-8 

123rd  Annual  Session  of  the  North  Carolina  Medical  Society 
Place:  Pinehurst  Hotel  and  Country  Club.  Pinehurst 
For  Information:  William  N.  Hilliard.  Executive  Director.  North 
Carolina  Medical  Society.  Box  27167.  Raleigh  27611 

May  14-15 

Practical  Dermatology  for  the  Non-Dermatologist 
Place:  Holiday  Inn.  Salter  Path  Road.  Atlantic  Beach 
Sponsors:  Dept.  of  Dermatology  and  the  Office  of  Continuing  Edu- 
cation. University  of  North  Carolina  at  Chapel  Hill;  Eastern 
AHEC 
Credit;  AAFP  approval  requested 


li. 


M^ 


"SAVE  YOUR  HEART" 

RENTAL-PURCHASE  Program  Available 

Your    STAIR-GLIDE'    installs    easily    and 

m  less  than  2  hours.  No  marring  walls 

or  stairway    No  special  wiring  re- 

,"    -     ,  ed.     Sliipped    from    factory 

V/;-      .  .-ithin    3    days.   STAIR-GLIDE" 

;-  the  nation's  largest  sell- 

"    ■  mg  stairway  hit'  USED  BY 

THOUSANDS    CARDIAC  PA- 

;ilNTS.  ARTHRITICS,  SENIOR 

,       -*  iHIZENS,  RESTRICTED  PHYS- 

!^^V_=.^  .  ICAL   ACTIVITIES,   POST  OP- 

■|i  ERATIVES      and    household 

■^  ^  convenience. 


ERSY-LlFT 

Chairs  That  Lend 
a  Helping  Hand. 


«    Sn>^     gf^> 


Many    people-senior    citizens,    arthintics        j  , 

stroke-patients,  and  those  with  MS  or  MD      \ 
or  Parkinsons  disease,  need  help  getting 
m  and  out  of  a  chair  The  power  cushion  m 
both  the  EASY-LIFT  Stratolounger'  Recliner  and  companion 
straight-back   Economy  model  gently  lift  you  forward  and 
up   to   a   semi-slanding   position    Lifting 
angle  adiusts  to  lit  your  needs   Controls 
are  easy  to  reach    and  both  models  run 
on  household  current 


For  brochure,  write  or  call; 

H.  E.  Godwin,  Jr. 

P.  O.  Box  25005 

Raieijh,  N.  C.  27611     (919)834-3406 


Fee:  $50  for  physicians;  $25  for  physicians'  assistants,  pediatric 
nurse  practitioners  &  family  nurse  practitioners 

For  Information:  W.  Mitchell  Sams.  Jr..  M.D..  Department  of 
Dermatology.  UNC  School  of  Medicine.  Chapel  Hill  27514 

May  18-19 

The  28th  Annual  Scientific  Sessions  of  the  N.C.  Heart  Association 
Place:  Winston -Salem 

For  Information:  Mebane  M.  Pritchett.  1  Heart  Circle,  P.O.  Box 
2408.  Chapel  Hill  27514 

May  20-21 
Infectious  Disease  Symposium 
Place:  Bcri^hill  Hall 
Credit:  AAFP  approval  requested 
For  Information:  Oscar  L.  Sapp  III,  M.D.,  Associate  Dean  For 

Continuing  Education,  UNC  School  of  Medicine.  Chapel  Hill 

27514 

May  21-22 
Pediatric  Respiratory  Disease  Conference 
Place:  Duke  University  Medical  Center 

For  Information:  Alexander  Spock.  M.D..  P.O.  Box  2994.  Duke 
University  Medical  Center,  Durham  27710 

June  13-15 

North  Carolina  Hospital  Association  Annual  Meeting 
Place:  Grove  Park  Inn.  Asheville 

For  Information:  Mrs.  Diane  Turner,  North  Carolina  Hospital  As- 
sociation. P.O.  Box  10937.  Raleigh  27605 

June  16-18 

24th  Annual  Mountaintop  Medical  Assembly 
Place:  Waynesville  Country  Club.  Waynesville 
Sponsor:  Haywood  Countv  Chapter  of  AAFP 
Fee:  $50 

Credit:  12  hours;  AAFP  approved 

For  Information;  Clinton  Border.  M.D..  204  Depot  St..  Waynesville 
28786 

June  16-19 

Seaboard  Medical  Association  Annual  Meeting 
Place:  Holiday  Inn.  Kill  Devil  Hills 
Credit:  AMA  Categorv  I;  .AAFP  approval  requested 
For  Information:   Mrs.   Annette  S.   Boutwell,   P.O.   Box    10387, 
Raleigh  27605 

July  1-3 

7th  Annual  Sports  Medicine  Symposium 
Place:  Blockade  Runner  Motor  Hotel,  Wrightsville  Beach 
Credit:  A.AFP  approval  requested 

For  Information;  Frank  C.  Wilson,  M.D.,  N.C.  Memorial  Hospital, 
Chapel  Hill  27514 

July  24-29 

Annual   Meeting  of  the   Southern  Obstetric   and  Gynecological 

Seminar.  Inc. 
Place;  Grove  Park  Inn,  Asheville 
Credit:  21  hours;  AAFP  approval  requested 
For  Information:  Otis  Duck,  M.D.  Drawer  F..  Mars  Hill  28754 


ITEMS  OF  SPECIAL  INTEREST 

February  3-5 

Vascular  Surgery — Updated 
Place:  Ochsner  Medical  Institutions 
Fee:  $125 

For  Information:  Continuing  Education.  Alton  Ochsner  Medical 
Foundation.  1516  Jefferson  Highway.  New  Orleans.  Louisiana 

February  7-18 

I8th  Postgraduate  Medical  Seminar  Cruise  (Willemstad.  Caracas, 
St.  George's,  Bridgetown,  Martinique  and  Charlotte  Amalie) 

Sponsors:  Department  of  Postgraduate  Medicine  of  Albany  Medi- 
cal College 

Credit:  AMA  Category  I;  AAFP  approval  requested 

For  Information:  Frank  M.  Woolsey,  Jr.,  M.D..  Department  of 
Postgraduate  Medicine.  Albany  College.  Albany,  New  York 
12208 

February  26-March  5 

Caribbean  Cruise,  Seminar  on  Alcoholism 

For  Information;  John   A.   Ewing.   M.D..   Executive  Secretary, 
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North  Carolina  Alcohol  Research  Authority.  623  H.  Franklin  St.. 
Chapel  Hill  27.'i|4 

March  28-31 

The  4(lth  .Annual  New  Orleans  Graduate  Medical  Assembly 

Place;  The  Fairmont  Hotel.  Nc\\  Orleans 

Fee:  S12.s 

Credit:  AAFP  approval  requested 

For  Information:  Miss  Lois  Weary.  Executive  Director,  New  Or- 
leans Medical  Assembly.  1430  Tulane  Avenue.  New  Orleans. 
Louisiana  701 12 

June  8-10 

Symposium  on  Common  Pediatric  Problems 

Sponsors:  Children's  Hospital  National  Medical  Centcrand  George 

Washington  University 
For  Information:  Mrs.  Susan  Weiss.  13407  Brackley  Terrace.  Silver 

Spring.  Maryland  20904 

Instructional  Materials  Available  on 
Problem-Oriented  .Medical  Records 

As  part  of  a  two-year  project  financed  by  the  North  Carolina 

Regional  Medical  Program,  the  UNC  School  of  Nursing  at  Chapel 

Hill  has  developed  tw  o  manuals  designed  to  assist  health  personnel 

with  implementation  of  the  POMR  system.  These  are: 

— a  Self-instructional    Manual   on   the    Basic   Components  of 

K)MR.  designed  for  nurses  (46  pages) 
— Guidelines  for  implementation  of  the  POMRS  (53  pages), 
which  includes  a  bibliography  on  POMR.  a  section  on  obstacles 
to  implementation  and  questions. 
The  manuals  are  available  for  $  I  .(X)  each  plus  postage.  A  variety  of 
videotapes  demonstrating  the  use  of  POMR  to  nurses,  slides  and  a 
film  produced  by  Law  rence  Weed.  M.D.  and  associates,  on  POMR. 
may  be  borriiwed  for  training. 

For  more  information  contact:  Ruth  J.  Harris,  .Assistant  Profes- 
sor. School  of  Nursing.  UNC-CH.  Chapel  Hill  27.s|4 

ANNOUNCING 

Free  Training  Workshops  for  Physicians  and  Nurses  in  S..A.F.E. 
( )tTice  Sex  Counseling  and  Therapy .  offered  through  the  ( )ffice  of 
Continuing  Medical  Education.  University  of  Kentucky  Medical 
Center. 

Credit:  24  hours 

For  Information:  Linda  Carpenter.  M.S..  Coordinator.  Center  of 
Rational  Behavior  Therapy  Training.  Office  of  Continuing  Medi- 
cal Education.  University  of  Kentucky  Medical  Center. 
Lexington.  Kentucky  40506 

Courses  in  I'ltra  Sound 

The  last  of  a  series  of  three  10-v<.eek  postgraduate  courses  in 
Sonic  Medicine  at  Bowman  Gray  School  of  Medicine  v\ill  be  offered 
on  the  following  date:  April  I  I  -  .iune  17.  1977.  These  courses  are 
designed  to  provide  background,  techniques,  experience  and  know- 
ledge so  that  the  individual  vmM  be  able  to  set  up  both  an  ultrasonic 
laboratory  and  a  training  program.  Participants  may  attend  the 
entire  course  or  only  those  portions  which  are  of  interest  to  them. 
Enrollment  is  limited.  Graduates  receive  30  credit  hours  perv\eek  in 
Category  1. 

The  program  w  ill  cover  acoustics,  instrumentation,  scanning  and 
applications  to  obstetrics,  gynecology,  ophthalmology,  adult  and 
pediatric  cardiology,  the  abdomen,  the  breast,  radiation  therapy 
planning,  the  urinary  tract  and  the  nervous  system. 

For  further  information,  please  write  to:  James  F.  Martin.  M.D.. 
Director.  Postgraduate  Medical  Sonics.  Bowman  Gray  School  of 
Medicine.  Winston-Salem  27103. 

PROGRAMS  IN  CONTIGUOUS  STATES 
February  12-13 

48th  .Annual  McGuire  Lecture  Series  —  Immunology  Update 

Place:  Medical  College  of  Virginia 

Sponsor:  Department  of  Continuing  liducation.  MC  V  School  of 

Medicine 
Fee:  $95. (K) 

Credit:  91;  hours  .AMA  Category  1;  .A.AFP  approval  requested 
For  Information:  Department  of  Continuing  Education.  School  of 

Medicine.  Medical  College  of  Virginia.  Box  91.  Richmond.  Va. 

23298 

February  25-26 

Virginia  Chapter.  .American  .Academy  of  Pediatrics  and  The  Vir- 
ginia Pediatric  Society  .Annual  Meeting 
Place:  Williamsburg.  Virginia 


For  Information:  Douglas  E.  Pierce.  M.D..  1201  Third  St..  S.W. 
Roanoke.  Virginia  24016 

April  7-8 

Southeastern   Regional   Meeting  of  .American  Group   Practice — 

Quality  Assurance  and  Ambulatory  Care 
Place:  Calloway  Gardens.  Georgia 
Credit:  AMA  Category  1.  approval  requested 
For  Information:  Luther  W.  Kellv.  .Ir..  M.D..  Nalle  Clinic.  1350 

South  Kings  Drive.  Charlotte  2S207 

April  15-16 

30th  .Annual  Stonebumer  Lecture  Series — Safety  in  .Anesthesia 

Place:  Medical  College  of  Virginia 

Sponsors:  Department  of  Continuing  Education.  School  of 
Medicine.  Medical  College  of  Virginia  and  the  Virginia  Society  of 
Anesthesiologists 

Fee:  $65. (X1  for  physicians;  $45  for  nurse  anesthetists;  $15  for  in- 
terns and  residents 

Credit:  13  hours  AMA  Category  1;  AAFP  approved 

For  Information:  Department  of  Continuing  Education.  School  of 
Medicine.  Medical  College  of  Virginia.  Box  91 .  Richmond  23298 

February  27-March  3 

13th  Annual  Radiology  Postgraduate  Course — Clinical  Oncology 

Place:  Williamsburg  Conference  Center.  Williamsburg 

Sponsor:  Department  of  Radiology,  School  of  Medicine.  Medical 

College  of  Virginia.  Richmond 
Fee:  $200  for  physicians;  $l(Klfor  a  physician  in  a  residency  training 

program 
Credit:  20' 2  hours  ,AMA  Category  I 
For  Information:  Department  of  Continuing  Education.  School  of 

Medicine.  Medical  College  of  Virginia.  Richmond  23298 


The  Items  listed  in  the  above  column  are  for  the  six  months 
immediatelv  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  ■■WHAT'  WHEN''  WHERE'^".  P.O.  Box 
27167.  Raleigh  2761  I.  by  the  1 0th  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A  ■Request  for  Listing"  form  is  available 
on  request. 


AUXILIARY  TO  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 


The  Lenoir-Greene  Medical  Auxiliary,  working 
with  the  Lenoir  County  chapter  of  the  American 
Cancer  Society,  has  completed  seven  months  of  self- 
breast  examination  clinics  at  which  more  than  600 
women  were  taught  this  cancer  detection  technique. 

The  auxiliary  comprised  the  first  class;  then  letters 
of  invitation  were  sent  to  women's  organizations,  in- 
dustries, school  officials  and  churches.  The  one-hour 
clinics  were  conducted  by  professional  personnel. 
Each  included  two  films.  "Breast  Cancer  Today" 
(covering  current  methods  of  detection,  fears,  treat- 
ment and  rehabilitation)  and  "Self-Breast  Examina- 
tion" (giving  detailed  instructions  for  self- 
examination).  These  were  followed  by  demonstra- 
tions of  self-examination,  using  plastic  models,  a 
question-and-answer  period  and  written  instructions 
for  participants  to  take  home. 

Auxiliary  members  helping  with  the  clinics  found 
participants  grateful,  enthusiastic  and  eager  to  tell 
others  of  the  opportunit\ . 
Dorothy  H.  Ford 

Family  and  Community  Health  Chairman 
Kinston.  N.C. 


January   1977.  NCMJ 
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News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Dr.  Will  C.  Sealy,  professor  of  thoracic  surgery,  has 
been  made  an  honorary  member  of  the  Societe  de 
Chirurgie  Thoracique  et  Cardio-vasculaire  de  Langue 
Francaise  at  the  society's  meeting  in  Paris. 

He  also  delivered  a  lecture  at  the  Academisch 
Ziekenhuis  in  Amsterdam.  The  subject  of  both  talks 
was  the  surgical  treatment  of  Wolff-Parkinson-White 
(WPW)  syndrome.  WPW  is  a  defect  in  the  electrical 
system  of  the  heart.  Duke  pioneered  the  surgical  cor- 
rection of  the  defect. 


tations  in  Myasthenia  Gravis"  at  the  Las  Vegas  meet- 
ing. 


Three  Durham  businessmen  have  accepted  ap- 
pointment to  the  Durham  Advisory  Board  to  Duke 
Hospital. 

The  hospital's  chief  executive  officer  and  associate 
vice  president  for  health  affairs.  Dr.  Roscoe  R.  Robin- 
son, said  the  appointees  are: 

— C.  S.  Burton.  Jr..  president  of  Burton  Lines,  Inc. 

— Brantley  DeLoatche.  general  manager  of  Central 
Carolina  Farmers,  Inc. 

— Virgil  D.  Hager,  former  executive  vice  president 
of  the  American  Tobacco  Co.,  now  retired  and  living 
in  Durham. 


Dr.  David  C.  Sabiston,  chairman  of  the  Department 
of  Surgery,  delivered  the  first  annual  Phillip 
Sandbloom  Lecture  at  the  University  of  Lund,  Swe- 
den. 

Sabiston  spoke  on  "Physiological  and  Surgical  As- 
pects of  Coronary  Circulation"  at  the  symposium  and 
spent  the  following  week  as  visiting  professor  in 
surgery  there,  giving  a  series  of  lectures  and  par- 
ticipating in  rounds. 

Dr.  Sandbloom  is  professor  emeritus  of  surgery  at 
the  University  of  Lund  and  has  visited  Duke  in  the 
past,  most  recently  as  visiting  professor  in  1975. 


Dr.  William  R.  Hudson,  professor  and  chief  of  the 
Division  of  Otolaryngology,  was  one  of  four  distin- 
guished alumni  lecturers  at  the  annual  meeting  and 
reunion  of  the  Bowman  Gray  School  of  Medicine  in 
Winston-Salem.  Hudson,  a  1951  graduate  of 
Bowman-Gray,  spoke  on  ""Cranial  Nerve  Palsies  in 
Lesions  of  the  Head  and  Neck." 


Dr.  Robert  W.  Anderson,  associate  professor  of 
general  and  thoracic  surgery,  has  been  named  a  fellow 
in  the  American  College  of  Cardiology. 


Several  members  of  the  ophthalmology  faculty  at- 
tended the  meeting  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology  in  Las  Vegas, 
Nev.  They  were  Dr.  Banks  Anderson  Jr.,  associate 
professor:  Dr.  Arthur  C.  Chandler  Jr..  associate  pro- 
fessor: Dr.  Maurice  B.  Landers  III,  associate  profes- 
sor: Mrs.  Judy  H.  Seaber.  assistant  clinical  professor: 
and  Dr.  Charles  F.  Sydnor.  assistant  professor. 

Chandler  gave  a  course  on  ""Treatment  and  Prog- 
ress of  Acquired  Ptosis"  at  the  meeting.  He  also  at- 
tend the  American  College  of  Surgeons  meeting  at  the 
Jules  Stein  Eye  Institute  Philadelphia,  Pa.,  and  par- 
ticipated in  the  sympo->ium  on  "Lacrimal  Drainage 
Problems." 

Mrs.  Seaber  presented  a  paper  on  ""Ocular  Manifes- 


Dr.  Robert  McLelland,  associate  professor  of 
radiology,  attended  the  American  Roentgen  Ray  So- 
ciety meeting  in  Washington,  D.C.,  where  he  served 
on  the  finance  and  budget  committee  and  the  commit- 
tee on  resident  information  of  the  Commission  on 
Standards  in  Radiologic  Practice. 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


The  Duke  Endowment  has  awarded  North  Carolina 
Baptist  Hospital  a  $1 -million  grant  to  be  used  in  the 
construction  of  new  facilities  for  the  Bowman  Gray/ 
Baptist  Hospital  Medical  Center. 

The  grant  is  payable  over  several  years.  Nearly  $8 
million  was  previously  committed  from  sources  within 
the  Medical  Center  toward  the  Challenge  Fund  Cam- 
paign's $18-million  goal. 

Major  elements  of  the  expansion  program  are  a 
four-story  Family  Practice  Building  and  a  six-story 
Focus  Building.  Alterations  to  existing  Medical  Cen- 
ter buildings  also  are  planned. 

The  expansion  program's  purpose  is  to  enable  the 
Medical  Center  to  meet  two  primary  objectives  —  to 
further  develop  programs  that  will  assure  improved 
access  to  proper  health  care  in  under-served  areas  of 
North  Carolina  and  to  meet  increasing  demands  for 
patient  services  at  the  Medical  Center. 

The  Medical  Center  already  has  begun  programs  to 
train  more  family  physicians  and  other  primary  care 
specialists,  create  more  opportunities  for  North 
Carolinians  to  study  and  practice  medicine  in  the 
state,  develop  decentralized  educational  programs 
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and  consultative  services  for  health  personnel  in  rural 
areas  and  to  develop  models  for  the  delivery  of  health 
care  in  areas  which  have  been  unable  to  attract  physi- 
cians. 

New  facilities  also  will  permit  expansion  of  clinical 
services  at  the  Medical  Center.  Additional  academic 
facilities  are  needed  to  meet  the  demands  of  an  in- 
creased student  enrollment  and  a  growing  educational 
network.  The  impact  of  new  technology  has  com- 
pounded space  requirements. 


Dr.  Charles  H.  Duckett,  associate  professor  of  fam- 
ily medicine,  has  been  installed  as  president  of  the 
North  Carolina  Academy  of  Family  Medicine. 

He  succeeds  Dr.  William  W.  Hedrick  of  Raleigh,  a 
1957  graduate  of  Bowman  Gray.  Dr.  Henry  J.  Fowler 
of  Walnut  Cove,  a  1946  Bowman  Gray  graduate,  was 
elected  president-elect. 

Both  Duckett's  father,  the  late  Dr.  V.  H.  Duckett  of 
Canton,  and  his  father-in-law.  Dr.  Ralph  B.  Garrison 
of  Hamlet,  served  as  presidents  of  the  North  Carolina 
Academy  of  Family  Medicine. 


Dr.  Thomas  Cannon,  instructor  in  family  medicine, 
has  been  appointed  chairman  of  the  Health  Services 


Committee  of  the  North  Carolina  Academy  of  Family 
Medicine.  He  also  has  been  appointed  advisor  for  the 
North  Carolina  Association  of  Family  Medicine  Resi- 
dents. 


Dr.  Donald  Copeland,  associate  professor  of  Fam- 
ily Medicine,  has  been  re-appointed  chairman  of  the 
Education  Committee  of  the  North  Carolina  Academy 
of  Family  Medicine.  He  also  has  been  appointed  to  the 
academy's  Medical  School  Student  Affairs  Commit- 
tee. 


Dr.  Robert  N.  Headley.  professor  of  medicine,  has 
been  re-elected  to  the  board  of  directors  of  the  Ameri- 
can Heart  Association. 


Dr.  Julian  Keith,  professor  and  chairman  of  the 
Department  of  Family  Medicine,  has  been  appointed 
to  the  Environmental  Medicine  Committee  and  the 
Legislation  and  Public  Policies  Committee  of  the 
NorthCarolina  Academy  of  Family  Medicine.  He  also 


A  unique  hospital  specializing  in  treatment  of 

ALCOHOLISM 
DRUG  ADDICTION 


In  this  restful  setting  away  from  pressures 
and  free  from  distractions,  the  Willingway 
staff,  with  understandmg  and  compassion, 
carries  out  an  intensive  program  of 
therapy  based  on  honesty  and  responsi- 
bility. The  concepts  and  methods  are  ori- 
ginal, different  and  have  been  highly  suc- 
cessful  for  fifteen   years. 

John    Mooney.    Jr  .    M  D,,    Director 
Dorothy   R.    Mooney,   Associate   Director 


\J^iUi*%Mi%fVLM^  I^To^|MXaX 


311   JONES    MILL    RD..   STATESBORO.   GA.    30458     TEL. (912)    764-6236 

ACCREDITED  BY  THE  J.  C.  A.  H. 

January   1977.  NCMJ 


41 


has  been  appointed  to  an  ad  hoc  committee  of  the 
North  Carolina  Joint  Conference  Committee  on  Med- 
ical Care  to  develop  guidelines  for  the  approval  of 
"CAT"  Scanners  by  health  agencies  in  the  state. 


Warren  H.  Kennedy,  associate  dean  (administra- 
tion) and  director  of  the  Division  of  Resource  Man- 
agement, has  been  elected  chairman-elect  of  the 
Group  on  Business  Affairs  of  the  Association  of 
American  Medical  Colleges. 


Dr.  Quentin  N.  Myrvik.  professor  and  chairman  of 
the  Department  of  Microbiology  and  Immunology, 
has  been  appointed  to  the  Organizing  Board  of  the 
American  Society  for  Microbiology  to  develop  a 
board  certification  in  medical  laboratory  immunology. 


Dr.  C.  Glenn  Sawyer,  professor  of  medicine,  has 
been  elected  president-elect  of  the  Forsyth  County 
Medical  Society.  He  also  has  been  elected  a  delegate 
from  the  Forsyth  County  Medical  Society  to  the  North 
Carolina  Medical  Society. 


Dr.  J.  Baldwin  Smith,  assistant  professor  of  neurol- 
ogy and  pediatrics,  has  been  selected  chariman  of  the 
State  Epilepsy  Project's  Advisory  Panel. 


Dr.  Horatio  P.  Van  Cleve,  associate  professor  of 


family  medicine,  has  been  appointed  to  the  Clinical 
Investigation  Committee  of  the  North  Carolina 
Academy  of  Family  Medicine. 
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AND 
NORTH  CAROLINA  MEMORIAL  HOSPITAL 


Dr.  Robert  G.  Crounse  of  the  School  of  Medicine  at 
the  University  of  North  Carolina  at  Chapel  Hill  has 
been  awarded  the  American  Occupational  Therapy 
Association's  Certificate  of  Appreciation. 

Crounse.  associate  dean  for  medical  allied  health 
programs,  was  cited  for  his  commitment  to  profes- 
sional and  educational  excellence  in  the  allied  health 
field,  especially  as  it  relates  to  occupational  therapy. 

Nominated  for  the  award  by  the  N.C.  Occupational 
Therapy  Association,  he  was  chosen  as  the  national 
recipient  of  the  Certificate  of  Appreciation  from 
among  a  number  of  nominees. 

A  letter  of  appreciation  from  the  president  of  the 
association  reads  in  part,  "In  a  little  more  than  three 
years  as  the  first  chairman  of  the  department  of  medi- 
cal allied  health  professions  at  the  University  of  North 
Carolina,  you  have  attracted  an  outstanding  group  of 
educators  and  professionals  that  share  your  commit- 
ment to  excellence  and  are  producing  high  quality 
health  care  practitioners." 


Faculty  and  alumni  of  the  University  of  North 
Carolina-Chapel  Hill  School  of  Medicine  presented 
the  Distinguished  Service  Award  to  Dr.  Isaac  M. 
Taylor  Oct.  30. 

Taylor,  former  dean  of  the  medical  school,  received 
the  school's  highest  honor,  which  recognizes  those 
individuals  whose  distinguished  careers  and  unselfish 
contributions  have  added  prestige  to  the  school,  at  a 
dinner  held  on  his  behalf  at  the  Carolina  Inn. 

Taylor  was  cited  for  innovatively  leading  the  school 
"through  a  critical  period  of  expansion."  He  was  also 
recognized  for  programs  in  biomedical  research,  med- 
ical education  and  primary  medical  care  initiated 
under  his  leadership. 

These  programs,  said  Dean  Christopher  C.  Ford- 
ham  III  in  presenting  the  award,  "enabled  the  school 
to  enter  the  decade  of  the  1970s  as  a  nationally  recog- 
nized academic  medical  center." 


A  new  method  for  detecting  blood  clots  in  the  veins 
is  being  used  at  N.C.  Memorial  Hospital.  It  is  com- 
pletely safe  and  painless  and  has  an  accuracy  rate  of  94 
percent. 
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Cindy  Ely,  RN.  supervisor  of  the  hospital's 
peripheral  vascular  laboratory,  says  the  test  is  rela- 
tively easy  to  perform,  although  it  requires  consider- 
able experience. 

"We  use  a  device  called  an  ultrasonic  blood  veloc- 
ity detector,  which  emits  high  frequency  sound 
waves.  It  then  detects  and  amplifies  changes  in  the 
waves  produced  by  the  movement  of  blood." 

Ely  says  that  changes  in  the  blood  flow  caused  by 
clots  and  other  abnormalities  produce  subtle  differ- 
ences in  sound.  Therefore,  it  is  possible  for  someone 
with  a  well-trained  ear  to  locate  a  blocked  vessel. 

Memorial  Hospital  was  the  first  hospital  in  the  state 
to  use  sound  detection  in  diagnosing  blood  vessel  dis- 
orders. The  peripheral  vascular  laboratory  was  estab- 
lished in  1973  to  refine  and  perform  the  ultrasonic  test. 
Now  more  than  2?0  patients  are  tested  in  the  lab  each 
month. 

Dr.  George  Johnson,  Jr..  chief  of  the  division  of 
vascular  surgery,  says,  "We  are  proud  of  the  fact  that 
the  procedures  used  in  the  lab  have  achieved  such  a 
high  level  of  dependability  in  such  a  short  time.  Physi- 
cians in  a  number  of  medical  services  have  come  to 
rely  on  the  lab  to  provide  diagnostic  assistance  in  their 
cases  of  vascular  diseases." 


Physicians  at  N.C.  Memorial  Hospital  are  using  a 
new  computerized  x-ray  scanner  in  the  diagnosis  of 
tumors  and  other  internal  disorders.  The  machine,  a 
computer  tomography  (CT)  scanner,  can  produce  re- 
markably detailed,  cross-sectional  pictures  of  almost 
any  part  of  the  body. 

Several  major  hospitals  in  the  state  are  now  using 
computerized  brain  scanners,  but  the  unit  at  Memorial 
Hospital  is  currently  the  only  whole-body  scanner  in 
North  Carolina.  It  has  been  in  operation  since  Sep- 
tember. 

The  CT  scanner  represents  an  advance  over  the 
ordinary  x-ray  machine  as  a  diagnostic  tool,  says  Dr. 
Edward  V.  Staab.  director  ofthe  division  of  imaging  in 
the  radiology  department.  While  x-rays  can  produce 
two-dimensional  images  of  bones,  organs  and  tissues. 
the  scanning  method  adds  the  third  dimension  of 
density. 

By  visually  revealing  differences  in  density,  the 
scanner  enables  physicians  to  distinguish  between 
healthy  and  diseased  tissues  and  to  detect  even  minute 
tumors,  cysts,  blood  clots  and  other  abnormalities.  In 
some  cases,  they  can  make  a  precise  diagnosis  without 
further  testing. 

The  CT  scanner  at  Memorial  Hospital  is  currently  in 
operation  12  hours  a  day.  If  it  proves  to  be  as  effective 
and  reliable  as  units  in  other  hospitals,  it  is  expected  to 
be  used  around  the  clock. 


Dr.  Roger  E.  Salisbury  says  there  is  little  doubt  the 
North  Carolina  Jaycee  Burn  Center  being  developed 
at  N.C.  Memorial  Hospital  will  be  "one  ofthe  finest 
bum  units  in  the  world." 


Salisbury,  a  36-year-old  plastic  surgeon,  was  re- 
cently named  director  of  the  center,  which  will  open  in 
a  little  more  than  two  years.  His  confidence  is  based 
on  several  factors. 

The  burn  center  will  draw  on  the  varied  resources  of 
Memorial  Hospital.  Its  close  working  relationship 
with  the  School  of  Medicine  ofthe  University  of  North 
Carolina  at  Chapel  Hill  will  also  be  an  advantage. 
Salisbury,  an  associate  professor  of  surgery  at  the 
medical  school,  believes  the  burn  center  will  have 
strong  faculty  support. 

He  says  one  ofthe  most  important  things  the  center 
will  have  going  for  it  is  public  enthusiasm  and  support. 
■  This  is  really  a  product  of  the  dream  of  the  people  of 
North  Carolina."  he  says. 

As  director  of  the  new  burn  center,  Salisbury  will 
preside  over  a  regional  facility,  which  will  treat 
acutely  burned  patients  referred  from  hospitals 
throughout  the  South.  The  most  obvious  improve- 
ment over  Memorial  Hospital's  existing  six-bed  bum 
unit  will  be  its  size.  The  16.000-square-foot  center  will 
provide  space  for  complete  support  facilities,  in  addi- 
tion to  23  patient  beds.  A  special  elevator,  designed  as 
a  mobile  recovery  room,  will  connect  the  burn  center 
with  an  operating  room  especially  equipped  to  handle 
bum  cases. 

The  bum  center  will  occupy  the  sixth  fioor  of  the 
Patient  Support  Facility  at  Memorial  Hospital, 
scheduled  for  completion  in  early  1979.  Groundbreak- 
ing ceremonies  for  the  l??,000-square-foot  addition 
will  be  held  in  January. 


Dr.  Christopher  C.  Fordham.  Ill,  has  been  named 
vice  chancellor  for  health  affairs  at  the  University  of 
North  Carolina  at  Chapel  Hill. 

Dr.  Fordham  will  continue  to  serve  also  as  dean  of 
the  UNC-CH  School  of  Medicine,  a  position  he  has 
held  since  September.  1 97 1 .  He  was  reappointed  dean 
in  June  of  this  year. 

Before  Dr.  Fordham  came  to  Chapel  Hill  in  1971  he 
was  for  two  years  vice  president  for  medicine  and 
dean  ofthe  School  of  Medicine  at  the  Medical  College 
of  Georgia  at  Augusta. 

The  new  vice  chancellor  succeeds  Dr.  Cecil  G. 
Sheps  who  has  held  the  post  since  Feb.  1.  1971.  Dr. 
Sheps  will  return  to  fulltime  faculty  responsibilities  as 
professor  of  social  medicine  in  the  medical  school. 


Dr.  Cecil  G.  Sheps,  professor  of  social  medicine 
at  the  University  of  North  Carolina  at  Chapel 
Hill,  is  cited  in  a  bicentennial  book  on  national  health 
policy  for  being  ahead  of  his  time  for  advocatmg  in 
1960  that  medical  science  address  itself  directly  and 
become  actively  involved  in  the  problems  of  society. 

Sheps'  view  of  the  role  medical  science  should 
play  in  meeting  the  needs  of  man  and  society  is  quoted 
extensively  in  Health  in  America:  1776-1976.  pub- 
lished by  the  U.S.  Department  of  Health.  Education, 
and  Welfare.  The  book  traces  the  development  of 
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national  health  policy  over  the  past  200  years. 

Sheps  is  praised  in  a  chapter  entitled,  "The  Chal- 
lenge of  Equitable  Access.'"  written  by  Dr.  James 
Haughton,  executive  director  of  the  Health  and  Hos- 
pitals Governing  Commission  of  Cook  County.  111. 

Haughton  says  Sheps  was  ahead  of  his  time  in  mak- 
ing his  observations  and  that  unfortunately  his  advice 
was  not  taken.  Haughton  quoted  material  from  the 
opening  chapter  of  a  book  edited  by  Sheps.  Medical 
Education  and  Medical  Care — Interactions  and 
Prospects  published  by  the  Association  of  American 
Medical  Colleges. 


Dr.  David  R.  Brown  of  the  University  of  North 
Carolina  at  Chapel  Hill  School  of  Medicine  has  been 
elected  president-elect  of  the  North  Carolina  Society 
of  Anesthesiologists. 

Brown,  an  associate  professor  of  anesthesiology, 
will  serve  as  president  from  November,  1977.  to  No- 
vember. 1978. 

The  society  has  130  active  and  40  resident  members 
from  across  the  state. 

NORTH  CAROLINA  BLUE  CROSS  AND 
BLUE  SHIELD 

Dr.  William  J.  A.  DeMaria,  professor  of  pediatrics 
and  associate  director  of  medical  education  at  Duke 
University  Medical  Center,  has  become  the  first  med- 


ical director  of  Blue  Cross  and  Blue  Shield  of  North 
Carolina. 

He  will  coordinate  the  services  of  consulting  physi- 
cians, provide  leadership  in  policy  matters  relating  to 
reimbursement  for  professional  services  and  repre- 
sent the  health  service  organization  on  medical  issues. 

Dr.  DeMaria  graduated  from  Duke  Medical  School 
in  1948  and  completed  a  pediatric  residency  there  in 
1953.  He  is  a  member  of  10  professional  societies  and 
has  published  more  than  30  articles  and  six  technical 
reports. 

NORTH  CAROLINA  INDUSTRIAL  COMMISSION 

Dr.  A.  E.  Harer.  a  Raleigh  orthopedic  surgeon,  has 
been  appointed  medical  director  of  the  N.C.  Industrial 
Commission.  He  succeeds  Dr.  John  W.  Morris,  who 
died  Oct.  28. 

A  1942  graduate  of  the  University  of  Buffalo  Medi- 
cal College,  Dr.  Harer  served  a  rotating  internship  at 
Buffalo  General  Hospital  and  completed  his  residency 
at  Buffalo  Children's  Hospital.  He  was  a  captain  in  the 
Army  Medical  Corps  from  1944  to  1946.  Specializing 
in  orthopedic  surgery  at  the  University  of  Michigan, 
he  was  graduated  in  1951,  when  he  established  his 
practice  in  Raleigh. 

Dr.  Harer  is  a  member  of  the  American  Board  of 
Orthopedic  Surgery,  the  licensing  board  for  or- 
thopedic surgeons  and  the  American  Academy  of 
Orthopedic  Surgeons. 
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The  American  Medical  Association  has  assailed  the 
government's  release  of  the  names  of  995  physicians 
who  last  year  received  $100,000  or  more  from  the 
Medicaid  program,  terming  the  action  "nothing  less 
than  an  attempt  at  guilt  by  innuendo.'" 

"It  simply  makes  a  tough  practice  tougher  for  the 
thousands  of  dedicated-  honest  ghetto  physicians." 
declared  James  Sammons.  M.D..  Executive  Vice 
President  of  the  AMA. 

The  names  of  2.533  Medicaid  providers,  including 
dentists,  pharmacies  and  laboratories  as  well  as 
physicians,  were  released  by  the  Social  and  Rehabili- 
tation Service  (SRS)  of  the  Health.  Education  and 
Welfare  Department.  The  agency  said  the  list  was 
requested  under  the  Freedom  of  Information  Act  by 
news  media  and  others.  Under  the  act.  according  to 
the  agency,  the  information  must  be  provided. 

"The  fact  that  these  medical  providers  received  the 
stated  amounts  from  the  Medicaid  program  should  not 
be  construed  as  any  evidence  of  wrongdoing,  nor  do 
amounts  listed  necessarily  represent  "earnings'  or 
■profits',"  the  report  said.  SRS  spokesman  said  that  it 
had  no  information  as  to  the  size  of  staffs  employed  by 
the  individual  doctors  or  the  number  of  separate  of- 
fices they  may  maintain. 

In  addition  to  the  995  physicians  there  were  312 
dentists,  127  labs  and  1.099  pharmacies  on  the  list 
released  by  HEW.  The  physicians  included  542  indi- 
vidual practices  and  453  group  practices. 

States  with  the  largest  numbers  of  physicians  on  the 
list  were  California.  300;  Illinois.  144;  New  York.  113; 
Michigan.  83;  Texas.  62;  Ohio.  41;  New  Jersey.  28. 
The  names  and  addresses  of  all  physicians,  including 
those  in  the  group  practices,  were  contained  in  the 
massive,  inch-thick  document. 

AMA's  Dr.  Sammons  asked,  "Does  HEW  think 
these  doctors  are  guilty  of  fraud?  Then  let  HEW  say 
so.  Does  HEW  think  they  are  guilty  of  violation  of 
ethics?  Then  let  them  give  us  the  names  and  we  will 
investigate." 

"The  AMA  favors  prosecution  to  the  fullest  extent 
of  the  law  of  any  person  —  physician  or  otherwise  — 
who  defrauds  patients  or  the  government,"  Dr.  Sam- 
mons said,  "but  we  are  tired  of  doctors  being  made  the 
whipping  boy  by  publicity-seeking  bureaucrats  and 
politicians.  If  they  want  to  clean  up  Medicaid  and 
Medicare  let  them  go  after  the  Medicaid  mill  and 
nursing  home  operators  who  prosper  in  every  major 
city  with  political  protection.  That's  the  root  of  the 
corruption  and  the  fraud  and  abuse. 
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This  releasing  of  names  is  nothing  less  than  an  at- 
tempt at  guilt  by  innuendo.  It  simply  makes  a  tough 
practice  tougher  for  the  thousands  of  dedicated,  hon- 
est ghetto  physicians.  If  HEW  wants  to  drive  medical 
care  out  of  the  ghetto  completely,  it  has  certainly  hit 
upon  a  highly  effective  method." 


Patient  package  inserts  for  almost  all  drugs,  one  of 
the  major  demands  of  the  consumer  movement,  w  ith 
their  attending  problems  and  concerns  were  discussed 
at  a  two-day  symposium  here  recently.  The  session 
was  sponsored  by  the  AMA,  the  Drug  Information 
Association,  the  Food  and  Drug  Administration  and 
the  Pharmaceutical  Manufacturers  Association. 

The  patient  insert  should  not  be  confused  with  the 
package  insert.  Years  ago  congress  approved  the  re- 
quirements for  the  package  insert  for  prescription 
drugs,  apparently  in  the  mistaken  belief  much  of  this 
information  would  get  to  the  patient.  Most  of  it  went  to 
pharmacists;  none  was  required  to  be  given  to  pa- 
tients. 

There  were  hearings  in  the  last  Congress  on  legisla- 
tion introduced  in  House  and  Senate  aimed  at  provid- 
ing patients,  with  certain  exceptions,  insert  informa- 
tion on  the  prescription  drugs  they  receive. 

FDA  Commissioner  Alexander  Schmidt.  M.D.. 
told  the  symposium  the  consumer  has  a  right  to  know 
about  the  medicine  he  is  taking.  "There  is  increasmg 
evidence  that  a  high  proportion  of  Americans  either  do 
not  understand  the  prescription  instructions  or  do  not 
follow  them."  Dr.  Schmidt  said.  He  contended  there 
is  a  lack  of  effective  communication  often  between 
physician  and  patient  on  drug  information. 

The  information  supplied  patients  must  not  be  as 
detailed  as  the  warnings  required  in  advertising.  This 
would  be  "an  invitation  to  hypochondria."  said  Dr. 
Schmidt.  Rather,  the  information  should  be  in  plain 
English,  factual  and  indicate  why  the  drug  is  being 
taken,  major  side-effects  to  watch  for  and  when  to 
report  reactions  to  the  physician. 

William  Barclay.  M.D..  AMA  group  vice  president 
for  scientific  publications,  said  carefully  prepared  in- 
formation about  selected  drugs  is  desirable  and  could 
be  of  service  to  patients,  physicians  and  pharmacists. 
However,  Dr.  Barclay  cautioned  that  there  is  a  clear 
danger  that  the  disclosure  could  be  so  alarming  as  to 
discourage  use  of  drugs  that  are  vitally  needed. 

One  of  the  major  questions  to  be  answered  is  how 
the   insert   would   be   distributed.    "Obviously,   the 
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physician  would  rather  not  have  the  responsibiHty  of 
stocking  in  his  office  thousands  of  brochures."  he 
said. 

Of  even  greater  importance  are  iiabihty  and  other 
factors  involved  when  physicians  in  certain  cases  for 
the  sake  of  their  patients  either  want  no  insert  pro- 
vided or  want  to  suggest  doses  or  other  information 
that  might  run  counter  to  the  insert's  material. 

Dr.  Barclay  noted  that  labeling  has  had  little  effect 
on  cigarette  smoking.  He  also  noted  that  one  of  the 
most  powerful  drugs  available  with  all  sorts  of  adverse 
reactions  and  addiction  potential  would  not  be  co- 
vered by  the  patient  insert  —  alcohol. 

Joseph  Onek.  Counsel  for  the  Center  for  Law  and 
Social  Policy,  said  physicians  don't  have  the  time  to 
tell  their  patients  all  they  need  to  know  about  drugs. 
Patients  forget  anyway.  He  suggested  that  a  priority 
list  be  made  up  for  the  inserts,  starting  with  all  drugs 
used  in  pregnancy,  then  tranquilizers  and  barbitu- 
rates. 


The  Social  Security  Administration  is  asking  the 
public  for  help  on  how  much  information,  including 
medical  data,  should  be  disclosed  from  Social  Se- 
curity records. 

"Social  Security  needs  to  change  its  regulation  to 


make  it  conform  with  the  Privacy  Act,  the  Freedom  of 
Information  Act,  and  the  new  government  in  the  Sun- 
shine Act,"  a  spokesman  said. 

"An  important  issue  underlying  these  laws  is  the 
basic  conflict  between  the  public's  right  to  know  and 
the  right  to  privacy  of  the  people  whose  records  are 
kept  by  Social  Security,"  SSA  chief  James  Cardwell 
said.  "We  will  need  to  resolve  that  conflict  in  our 
regulation,  and  we  want  the  public's  help." 

Social  Security  said  the  revised  regulation  must 
consider  the  basic  information  about  an  individual 
collected  for  purposes  of  administering  the  Social 
Security  Act  and  the  interchange  of  such  information 
with  state  or  federal  agencies  to  further  efficient  ad- 
ministration of  other  benefit  programs,  or  to  meet 
other  governmental  needs.  A  further  concern  is  the 
public's  right  to  know. 

What  personal  information  (including  the  social 
security  number)  should  be  disclosed  by  SSA  without 
the  consent  of  the  individual  in  the  following  situa- 
tions: 

(a)  for  entitlement  or  potential  entitlement  to  other 
local/state/federal  benefits  or  service; 

(b)  for  investigative  or  prosecution  purposes. 
Among  other  questions  posed  were  whether  there 

should  be  limitations  on  disclosure  of  medical  infor- 
mation to  third  parties  and  special  procedures  for  dis- 


WHEN  SHOULD  YOU  TRADE  IN  YOUR  1976  ROLLS-ROYCE? 


When  most  people  purchase  a  new  automobile,  they  already 
know  how  long  the  relationship  will  last.  They  can  recognize,  from 
the  outset,  that  the  car  they  drive  out  of  the  showroom  today  will 
rapidly  lose  both  its  value  and  its  appeal. 

Fortunately,  there  is  an  exception  to  this  rule.  The  Rolls-Royce 
Silver  Shadow  or  the  Rolls-Royce  Corniche.  Traditionally,  these 
cars  have  been  designed,  engineered  and  built  not  tor  the  moment  — 
but  for  the  ages.  Of  all  the  Rolls-Royce  motor  cars  built  since  1904, 
more  than  half  are  still  on  the  road.  Perhaps  this  is  why  the  Rolls- 
Royce  holds  its  resale  value  better  than  any  ordinary  luxury  car. 

1979  After  just  3  years,  most  luxury  cars  have  been  separated 
from  their  original  owners  in  the  classic  syndrome  of  trade-in  or 
trade-up. 

Meanwhile,  you  and  your  Rolls-Royce  are  still  enjoying  the 
honeymoon.  Practically  every  day  you're  still  discovering  new 
Rolls-Royce  features:  A  sympathetic  green  light  that  comes  on  when 
your  fuel  supply  is  down  to  three  gallons,  an  automatic  speed  con- 
trol system,  eight  different  adiustments  for  leg  room,  seat  height  and 
angle.  Your  Rolls  still  smells  like  a  new  car  with  its  English-leather 
bucket  seats,  all-wool  carpets  and  rare  wood  work. 


19b6  Maintenance  is  important  with  any  car.  Your  Rolls-Royce 
owner's  manual  reminds  you  that  after  every  96,000  miles  you 
should  fit  new  flexible  hoses  into  the  braking  systems.  It  is  interesting 
to  note  that  every  I^oUs  carries  not  one,  but  three,  independent  brak- 
ing systems,  including  two  sets  of  massive  disc  brakes. 

1994  An  automobile  with  180,000  miles  under  its  belt  can  usually 
be  expected  to  develop  some  rather  disturbing  noises  and  mannerisms. 

Your  Rolls-Royce  will  surprise  you.  The  front  and  rear  suspension 
systems   will    continue   to   support   you   with    unflappable   dignity, 
regardless  of  speed.  The  aluminum  V-8  engine  will  purr  in  muffled  , 
silence,  responsive  to  your  every  wish. 

2011  Any  35-year-old  car,  which  is  still  on  the  road,  is  certain  to 
make  heads  turn.  But  it  won't  be  dated  styling  which  people  will 
admire  in  your  Rolls.  It  won't  even  be  the  miracle  of  mechanical 
endurance,  for  this  has  come  to  be  expected  from  these  fine  motor 
cars.  Rather,  your  Rolls  will  represent  a  worthy  and  almost  timeless  ; 
investment  in  the  highest  art  of  4-wheeled  transportation. 

At  your  earliest  convenience,  visit  your  North  Carolina  Rolls- 
Royce  dealer,  Transco,  Inc.,  1800  North  Main  Street,  High  Point. 
For  literature  and  a  test  drive,  contact  Geoff  Eade,  General  Manager, 
919  882-9o47. 


ROLLS 


K 


ROYCE 


TRANSCO,  INC. 

1800  N.  Main  Street 
High  Point,  North  Carolina  27262 
Telephone:  (919)  882-9647 
(919)288-7581  —  Evenings 
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closing  medical  information  to  the  subject  individual, 
and  to  make  public  fees  paid  to  individual  physicians, 
incorporated  individual  physicians,  and  other  provid- 
ers of  medical  services. 


The  Public  Health  Service  has  changed  the  informal 
appeals  system  available  to  its  grantees. 

Now  all  discretionary  project-grant  programs  will 
be  eligible  to  informally  appeal  certain  adverse,  post- 
award  decisions  made  by  PHS  grants  administrators. 
Previously,  only  specifically  designated  programs  had 
access  to  the  informal  appeals  system. 

The  final  arbiter  of  disputes  between  HEW  and 
grantees  is  the  Departmental  Grant  Appeals  Board. 
Grantees  wishing  to  appeal  disputed  determinations 
formally  must  first  exhaust  any  informal  appeal  pro- 
cedures established  by  HEW's  principal  operating 
components. 


Anthony  Curreri.  M.D..  has  resigned  as  dean  of  the 
fledgling  Uniformed  Services  University  of  Health 
Sciences  to  return  to  the  University  of  Wisconsin  as 
Evan  Helfaer  Professor  of  Surgery.  Dr.  Curreri.  who 
has  served  two  years  v\ith  the  military  medical 
academy  in  Bethesda.  Md..  also  has  taken  a  position 
with  the  Veterans"  Administration's  Middleton 
Memorial  Hospital  in  Madison. 

A  search  is  on  for  a  replacement  for  Dr.  Curreri. 
Meantime.  David  Packard,  chairman  of  the  military 
medical  school's  Board  of  Regents,  will  act  as  presi- 
dent. The  post  is  one  of  the  most  attractive  in  govern- 
ment for  a  physician,  paying  $70,000  annually,  third 
highest  pay  in  federal  government  for  anyone. 

The  school  opened  its  first  class  this  year. 


That  medicine  has  had  little  to  do  with  the  im- 
provement in  mankind's  health  over  the  past  several 
hundred  years  was  the  gist  of  the  opening  address  at 
the  annual  meeting  of  the  Institute  of  Medicine  here. 

There  was  some  disagreement  with  the  speech  by 
Thomas  McKeown.  M.D..  Professor  of  Medicine  at 
the  University  of  Birmingham.  England,  but  Dr. 
McKeown  insisted  that  " "human  health  is  determined 
mainly  by  way  of  life,"  not  medical  advances. 

According  to  Dr.  McKeown,  the  decline  of  mortal- 
ity and  the  growth  of  population  started  at  the  end  of 
the  1600s  when  farmers  began  a  more  scientific  and 
diligent  approach  to  producing  crops.  "This  increase 
in  food  supplies  between  the  end  of  the  17th  century 
and  the  mid- 1800s  coincided  with  a  substantial  reduc- 
tion of  mortality  from  infectious  diseases  —  and.  it  is 
suggested,  was  the  main  reason  for  it." 

Powerfully  supporting  this  progress  was  improved 
hygiene  affecting  the  quality  of  food  and  w  ater  in  the 
late  1800s,  Dr.  McKeown  said.  "The  contribution  of 
immunization  and  therapy  has  been  recent  and.  over 
the  whole  period,  relatively  small." 
j     The  English  physician  said  "that  what  is  true  for 
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Other  living  organisms  is  also  true  for  man.  namely, 
that  health  depends  essentially  on  control  of  environ- 
mental infiuences.  including  those,  which  by  his  own 
behavior,  the  individual  makes  for  himself." 

Some  institute  members  contended  that  Dr. 
McKeown  was  shortchanging  the  effect  that  immuni- 
zations and  the  post-1935  development  of  antibiotics, 
etc..  have  had  on  health.  The  speaker  conceded  that 
these  have  had  a  significant  impact,  but  he  said  that  in 
assessing  huge  populations  the  new  treatments  do  not 
loom  large  statistically  in  comparison  w  ith  the  general 
improvements  in  living  conditions. 

An  analysis  of  the  current  burden  of  various  ill- 
nesses in  the  U.S.  based  on  use  of  medical  services 
and  facilities,  loss  of  the  life  and  work  time,  was  pre- 
sented by  Dorothy  P.  Rice,  director  of  the  National 
Center  for  Health  Statistics. 

The  order  of  categories  of  disease  according  to  bur- 
den were  mental  illness  and  handicap,  respiratory  dis- 
eases, ischemic  heart  disease,  bone  and  joint  disease, 
accidents  and  suicide  and  neoplasms. 

The  annual  meeting  concentrated  on  the  state  of 
treatment  of  schizophrenia,  hypertension,  smoking 
and  disease. 


"Airplane  pilots  need  stricter  medical  examinations 
because  medically  unfit  airmen  continue  to  endanger 
themselves  and  the  public,"  claims  the  General  Ac- 
counting Office  (GAO)  in  a  report  to  Congress. 

Most  of  the  criticism  was  directed  at  private  pilot 
screening  but  the  GAO  said  that  even  commercial 
pilot  tests  are  often  less  thorough  than  those  for  mili- 
tary pilots,  air  traffic  controllers  and  foreign  ci\ilian 
pilots. 

Better  medical  examination  requirements  would  be 
especially  helpful  in  singling  out  pilots  with  heart 
trouble,  alcoholism  and  high  blood  pressure,  the  GAO 
said. 

The  report  suggested  there  are  some  23.000  private 
pilots  ""who  may  represent  potential  safety  problems, 
including  about  12,500  with  records  of  driving  (autos) 
while  intoxicated  and  200  with  physical  disabilities 
which  prevent  them  from  driving  an  automobile,"  said 
the  GAO. 

The  GAO.  an  investigative  agency  for  Congress, 
proposed  that  the  Federal  Aviation  .Administration  be 
allowed  to  review  data  of  the  National  Highway  Ad- 
ministration on  withdrawal  or  denial  of  drivers' 
licenses  for  pilots. 

Most  scheduled  U.S.  airlines  have  tougher  medical 
checks  than  required  by  federal  law .  but  there  is  no 
requirement  that  the  airlines  notify  the  government 
when  pilots  w ith  FAA  medical  certificates  fiunk  their 
airline  physicals,  according  to  the  GAO. 

The  GAO  report  and  the  recent  publication  of  sev- 
eral books  questioning  airline  safety  and  pilot  reliabil- 
ity may  lead  to  congressional  hearings  this  year. 

Moving  to  carry  out  a  new  federal  lav\ .  HEW  has 
made  appointments  designed  to  give  higher  priority  to- 
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health  education,  health  promotion  and  disease  pre- 
vention activities. 

The  new  law,  the  National  Consumer  Health  Infor- 
mation and  Promotion  Act,  was  approved  by  the  Con- 
gress last  summer. 

Assistant  secretary  for  health,  Theodore  Cooper, 
M.D.,  announced  that  Roger  O.  Egeberg,  M.D..  Spe- 
cial Assistant  to  the  Secretary  for  Health  Policy,  will 
serve  as  his  special  assistant  for  health  education. 

A  staff  office  —  the  Office  of  Health  Information 
and  Health  Promotion  —  will  be  set  up  in  the  office  of 
the  assistant  secretary  for  health.  Named  as  interim 
director  of  that  office  was  Ms.  Jane  Fullarton. 

Dr.  Egeberg  will  have  overall  responsibility  for 
health  education  policy  and  for  developing  better 
working  relationships  with  outside  organizations  en- 
gaged in  health  education  activities. 

The  new  law  directs  the  office  of  health  information 
and  health  promotion  to: 

**coordinate  health  information; 

**coordinate  activities  with  the  private  sector; 

**facilitate  coordination  with  other  federal  agencies 
and  professional  organizations,  citizens  organizations 
and  public  interest  groups; 

'''coordinate  the  operation  of  a  national  clearing- 
house on  health  information,  promotion  and  preven- 
tion activities. 

Ms.  Fullarton  is  currently  the  director  of  the  Divi- 
sion of  Health  Research,  office  of  policy  development 
and  planning,  office  of  the  assistant  secretary  for 
health. 


A  National  Academy  of  Sciences  panel  has  called 
for  a  109r  decrease  in  the  ratio  of  hospital  beds  to 
population.  Claiming  that  a  surplus  of  short  term  gen- 
eral care  beds  is  contributing  to  higher  medical  costs, 
the  panel  said  a  national  health  planning  goal  should  be 
to  reduce  the  present  ratio  of  4.4  beds  per  1 ,000  per- 
sons to  4.0  by  1981. 

This  would  be  accomplished  by  curtailing  hospital 
construction  and  closing  down  some  existing  hospital 
facilities. 

Panel  member  John  D.  Thompson,  M.S.,  of  Yale 
University  estimates  that  about  50,000  hospital  beds 
which  are  now  either  in  use  or  slated  for  construction 
would  have  to  be  eliminated.  He  and  the  panel 
stressed  the  need  for  waiting  periods  for  elective 
surgery  as  a  way  to  increase  hospital  efficiency  and 
occupancy  rates. 

The  report  sponsored  by  the  Academy's  Institute  of 
Medicine  also  recommended  shifting  from  the  present 
system  of  retrospective  cost  reimbursement  to  a  pros- 
pective rate-setting  system.  The  report  stated  the 
present  third-party  system  "virtually  guarantees  the 
widespread  development  of  excess  bed  capacity  and 
encourages  unnecessary  and  inappropriate  treat- 
ment." 

Three  of  the  1 1  panel  members  dissented  from  some 
or  all  of  the  report's  cjnclusions.  The  major  dissent 
came  from  Donald  G.  Shropshire,  administrator  of  the 


Tucson  Medical  Center  and  a  representative  of  the 
American  Hospital  Association  who  wrote  "too  much 
of  the  blame  for  costs  is  being  put  on  beds  ...  the 
recommended  arbitrary  formula  .  .  .  has  no  real  basis 
in  fact." 


Book  Review 


Plagues  and  Peoples.  By  William  H.  McNeill.  369  pp.  Garden 
City.  New  York:  Anchor  Press/Doubleday,  1976.  $10.00. 

This  book  has  been  praised,  lavishly,  by  eminent 
critics  and  heralded  as  an  original,  seminal  work,  sem- 
inal being  a  favorite  word  in  such  literary  circles.  The 
author  proposes  that  the  ebb  and  flow  of  civilization  is 
partly  determined  by  the  reactions  of  separate  popula- 
tions to  novel  infections  transmitted  from  those  im- 
mune to  virgin  groups.  This  thesis  is,  of  course,  not 
new.  The  effects  of  many  plagues  on  ancient  and 
medieval  society  have  been  minutely  observed  and 
described  and  reasons  sought  for  such  mysteries.  Nor 
is  our  present  day  society  lacking  in  examples  such  as 
the  epidemics  of  the  usual  American  childhood  dis- 
eases brought  by  missionaries  to  the  heathen  in  Mi- 
cronesia. But  many  more  medical  cataclysms  must 
have  occurred  provoking  a  variety  of  mutations 
through  generations  of  nomads  even  before  farming 
permitted  congregation  of  people  in  villages  —  other- 
wise, why  sickle  cell  hemoglobin.  Certainly  epidemics 
have  been  dramatic  and  like  Novae  offer  temporal 
landmarks  for  the  historian.  Whether  McNeill,  how- 
ever, deserves  such  accolades  must  be  considered 
from  at  least  two  points  of  view,  the  originality  of  his 
thesis  and  the  adequacy  of  his  presentation.  While  he 
has  perhaps  done  a  better  job  of  collecting  and  collat- 
ing data  than  many  other  workers  in  this  field,  physi- 
cians will  not  be  surprised  at  his  conjectures,  having 
already  been  exposed  to  them  in  many  medical  disci- 
plines. If  the  author  were  a  better  writer,  his  specula- 
tions might  be  more  attractive.  Unfortunately,  he 
stolidly  builds  sluggish  phrase  on  dull  clause,  roaming 
on  and  on  in  a  dark  forest  of  assumptions,  qualifica- 
tions and  tentative  conclusions.  If  he  had  resisted  the 
temptation  of  verbal  proliferation,  points  might  have 
been  made  with  better  clarity  and  his  audience  been 
happier  by  the  whole  thing.  As  it  is  the  going  is  rather 
dull  because  the  prose  is  really  almost  soporific.  This 
book  should  have  been  exciting. 

John  H.  Felts,  M.D. 
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SEEK  EMERGENCY  ROOM  full-time,  38  years  old. 
NCMJ-1,  P.O.  Box  27167.  Raleigh,  N.C.  27611. 


Reply  to 


Internist,  thirty  years  old.  ABIM  I iniversity  trained  with  one  year  of 
Hematology  experience  desires  practice  opportunity  in  the 
Durham,  North  Carolina  area.  Reply  to  .loseph  R.  Holachan, 
M.D.,  2042  West  Magnolia,  San  Antoniu.  Texas. 

Montgomery  Nursing  Home,  a  57  bed  skilled  nursing  facihty,  is 
seeking  a  physician  w  ho  « ill  serve  as  medical  director.  Send  resume 
and  salary  requirements  to:  Mrs.  Jean  Allen,  Administrator. 
Montgomery  Nursing  Home,  Box  708,  Biscoe,  N.C.  27209. 

PHYSICIAN  LOANS  BY  MAIL  Signature  only,  $5,000  to  $25,000. 
Lse  for  Starting  New  Practice,  Equipment  Purchase,  Investment, 
etc.  For  information  in  strict  confidence  write:  \V.  Vern  Britton, 
Pres..  Financial  Resources  Co.,  Box  502,  Richmond,  \  irginia 
23204 

EMERGENCY  PHYSICIANS  WANTED:  Hospital  seeking  to  begin 
full  time  emergency  physician  coverage.  Need  two  men  at  this  time. 
Prefer  Emergency  Medical  Trained  Men;  however,  not  necessary. 


Graduate  of  American  Medical  School.  Salary,  $50,000  range. 
Excellent  area  for  hunting,  fishing,  w  ater  sports,  etc.  Contact:  John 
P.  Davis,  Administrator,  Beaufort  County  Hospital.  East  12th 
Street,  Washington,  N.C.  27889. 

TAX  DEDICTIBLE  VAt  ATIONS  FOR  MEDICAL  PROFES- 
SIONALS. Over  500  listings  of  national/international  meetings  in 
the  medical  sciences  for  1977.  Send  a  $10  check  or  money  order 
payable  to  Professional  Calendars,  P.O.  Box  40083,  Washington, 
D.C.  20016. 

PHYSICIANS  NEEDED:  M.D.'s  having  completed  or  near  comple- 
tion of  internships  or  residencies  for  hospital  clinics/flight  surgeon 
duties.  Choice  of  duty  station.  $30,000-40,000  starting  salary, 
travel  and  relocation  expenses  paid.  30  days  paid  vacation  annu- 
ally, duty  rotation  allows  excellent  family  life.  Contact  LT.  Ron 
Hewett,  Navy  Physician  Programs.  Navy  Recruiting  District,  P.O. 
Box  18568,  Raleigh,  N.C.  27609  or  call  collect  (919)  872-2547. 

EMERGENCY  MEDICINE:  Northeastern  North  Carolina;  four, 
12-hour  evening  rotations  per  week.  Paid  malpractice,  vacation, 
professional  dues.  $45,000  annual  remuneration.  Contact  Drs. 
Cooper  or  Spurgeon  toll  free  1-800-325-3982. 


January  1977.  NCMJ 


49 


Index  to 
Advertisers 


American  Medical  Laboratories,  Inc 11 

Beltone  Electronics  Corporation   31 

Blue  Cross  &  Blue  Shield  of  N.C 1 

Burroughs  Wellcome  Co 34 

Carolina  Systemedics 42 

Crumpton,  J.  L.  and  J.  Slade,  Inc 9 

Dorsey  Laboratories 13.  14 

Fellowship  Hall  10 

Godwin.  H.  E..  Jr 38 

Golden-Brabham  Insurance  Agency   2 

Lilly.  Eli  &  Company Cover  1 

Medical  Liability  Mutual  Insurance  Co.  of  N.C.     17 


Merck  Sharp  &  Dohme 3,4 

Mutual  of  Omaha 15 

Pharmaceutical  Manufacturers  Association  ....  6,  7 
Roche  Laboratories    Cover  2,  32,  Cover  3,  Cover  4 

Saint  Albans  Psychiatric  Hospital  18 

Sealy  of  the  Carolinas,  Inc 44 

Smith,  Kline  &  French  Laboratories 33 

Transco,  Inc 46 

United  States  Air  Force 16  i 

Willingway.  Inc 41 

Winchester  Surgical  Supply  Company. 

Winchester-Ritch  Surgical  Company 50 


WINCHESTER 

"CAROLINAS'  HOUSE  OF  SERVICE" 
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Winchester-Ritch  Surgical  Company 
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10-day  Bactrim  therapy 
outperforms  10-day 
ampicillin  therapy 


In  a  multicenter,  double-blind  study  of  patients  with 
chronic  or  frequently  recurrent  urinary  tract  infection, 
Bactrim  10-day  therapy  outperformed  ampicillin 
1 0-day  therapy  by  27.2% ,  when  comparing  patients 
who  maintained  clear  cultures  for  eight  weeks. 
Criterion  for  "clear  culture"  was  1000  or  fewer  organ- 
isms/ml of  urine. 

While  adverse  reactions  noted  in  this  study  were 
mild  (e.g.,  vomiting,  nausea,  rash),  more  serious  reac- 
tions can  occur  with  these  drugs.  See  manufacturer's 
product  information  for  complete  listing.  Maintain 
adequate  fluid  intake;  perform  frequent  CBC's  and 
urinalyses  with  microscopic  examination. 

Ho\e:  Bactrim  tablets  were  used  in  these  clinical  trials,  Bioequlv- 
alency  studies  stiow  one  Bactrim  DS  double  strength  tablet  is 
equivalent  to  two  Bactrim  tablets. 


Bactrim  DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

Double  Strength  tablets 
Just  1  tablet  BID 

Bactrim 

(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 

2  tablets  BID 


For  chronic  or  frequently  recurrent  cystitis 

and  pyelonephritis  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  evidenced  by  persistent 
bacteriuria  (symptomatic  or  asymptomatic),  frequently  recurrent  infec- 
tions (relapse  or  reinfection),  or  infections  associated  with  urinary 
tract  complications,  such  as  obstruction.  Primarily  for  cystitis,  pyelo- 
nepriritis  or  pyelitis  due  to  susceptible  strains  of  E.  coli.  Klebsiella- 
Enterobacter,  Proteus  mirabilis,  Proteus  vulgaris  and  Proteus 
morganii. 

WOTE: The  increasing  frequency  of  resistant  organisms  limits  the  use- 
fulness of  antibacterials,  especially  in  these  urinary  tract  infections. 
The  recommended  quantitative  disc  susceptibility  method  {Federal 
Register,  37:20527-20529,  1972)  may  be  used  to  estimate  bacterial 
susceptibility  to  Bactrim.  A  laboratory  report  of  "Susceptible  to  tri- 
methoprim-sulfamethoxazole" indicates  an  infection  likely  to  respond 
to  Bactrim  therapy.  If  infection  is  confined  to  the  urine,  "Intermedi- 
ate susceptibility"  also  indicates  a  likely  response.  "Resistant"  indi- 
cates that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides; 
pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
with  sulfonamides.  Experience  with  trimethoprim  is  much  more 
limited  but  occasional  interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy 
should  be  discontinued  if  a  significantly  reduced  count  of  any  formed 
blood  element  is  noted.  Data  are  insufficient  to  recommend  use  in  in- 
fants and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic 
function,  possible  folate  deficiency,  severe  allergy  or  bronchial 
asthma.  In  patients  with  glucose-6-phosphate  dehydrogenase  defi- 
ciency, hemolysis,  frequently  dose-related,  may  occur.  During  ther- 
apy, maintain  adequate  fluid  intake  and  perform  frequent  urinalyses, 
with  careful  microscopic  examination,  and  renal  function  tests,  par- 
ticularly where  there  is  impaired  renal  function. 
Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimeth- 
oprim are  included,  even  if  not  reported  with  Bactrim.  Blood  dys- 
crasias: Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia, 
thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia.  Allergic  reactions:  Erythema 


multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfolia- 
tive dermatitis,  anaphylactoid  reactions,  periorbital  edema,  con- 
junctival and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomati- 
tis, nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia, apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel- 
laneous reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria 
and  anuria,  periarteritis  nodosa  and  L.  E.  phenomenon.  Due  to  cer- 
tain chemical  similarities  to  some  goitrogens,  diuretics  (acetazola- 
mide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglyce- 
mia in  patients;  cross-sensitivity  with  these  agents  may  exist.  In 
rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid 
malignancies. 

Dosage:  Not  recommended  for  children  under  12.  Usual  adult  dos- 
age: 1  DS  tablet  (double  strength),  2  tablets  (single  strength)  or 
4  teasp.  (20  ml)  b.i.d.  for  10-14  days. 

For  patients  with  renal  impairment: 


Creatinine 
Clearance  (ml/min) 

Recommended 
Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

1  DS  tablet  (double  strength), 

2  tablets  (single  strength) 

or  4  teasp.  (20  ml)  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  tri- 
methoprim and  800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose® 
packages  of  100.  Tablets,  each  containing  80  mg  trimethoprim  and 
400  mg  sulfamethoxazole  — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  40,  available  singly  and  In 
trays  of  10. 

Oral  suspension,  containing  in  each  teaspoonful  (5  ml)  the  equiva- 
lent of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole;  fruit- 
licorice  flavored  — bottles  of  16  oz  (1  pint). 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  071 10 


In  a  multicenter  stud\'  of  patients  with  chronic  or  frequently  recurrent  urinary  tract  infectionslr 


Bactrim  was  272%  more 
Active  than  ampicillin  in 

keeping  patients 
infection-free  for  8  weeks! 
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ampicillin-55.4%  of  74  patients  infection-free  at  8  weeks. 

'This  percentage  is  arrived  at  by  ttie  statistical  meltiod  of  dividing  ttie  difference  belvi^een 
Bactrim  and  ampicillin  results  (15.1  %)  by  the  percent  of  ampicillm  results  (55.4%). 

tData  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  071 10 

Bactrim  DS  DouWe  strength  tablets 

Just  1  tablet  BID. 


(1 60  mg  trimethoprim  and  800  mg  sulfamethoxazole) 


Please  see  summary  of  product  information  on  preceding  page.  /  RQCHE 


Note:  Bactrim  tablets  were  used  in  these  clinical  trials. 
Bioequivalency  studies  show  one  Bactrim  DS  double  strength 
tablet  is  equivalent  to  two  Bactrim  tablets. 
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From  Lilly/Dista  Research 

NALFON 

fenoprofen  calcium 

300-mg.*  Pulvules® 

^■^■■■■H   DIsta  Products  Company 

Rii^^Ub^^J   Division  of  Eli  Lilly  and  Company 
^^^^^^^m   Indianapolis,  Indiana  46206 

Additional  information  available  to  the  profession 
on  request. 

♦Present  as  345.9  mg  of  the  calcium  salt  of  fenoprofen  difiydrate 
equivalent  to  300  mg.  fenoprofen. 


1977  ANNUAL  SESSIONS 
May  5-8 — Pinehurst 


1977  Committee  Conclave 
Sept.  21-25— Southern  Pines 


1978  Leadership  Conference 
January  27-28 


A  pharmacokinetic 
character  all  its  own 


O 

O-hydroxydiQzepom 


Before  prescribing,  please  consult  complete 
product  Information,  a  summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  wtiich  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  appretiension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hiallucinosis  due  to  acute  aicotiol 
wittidrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local 
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desmethyldiozepom 

Valium  (diazepam)  is  a 
benzodiazepine  with  a  distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 
The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a  pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a  factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 

Valium^ 

(diazepam)  ^ 

2-mg,  5-mg,  lOmg  scored  tablets 

a  prudent  choice  in  psychic 

tension  and  anxiety 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
Oxozepom  months  of  age.  Acute 

narrow  angle  glaucoma; 
may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and.'or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 
Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  inc. 

Nutley,  New  Jersey  07110 


Our  therapy  for 
disability! 

When  you  are  disabled,  the  last  thing  you  should  have  to  worry  about  is  how  you're 
going  to  keep  your  family  living  in  the  manner  to  which  they  are  accustomed. 

That's  why  we  hove  designed  a  program  of  Disability  Income  Protection  for  younger 
doctors.  Should  you  become  disabled  and  unable  to  wortc  as  a  result  of  a  covered 
illness  or  injury,  this  program  con  provide  you  with  a  regular  monthly  income.  So  that 
you  can  pull  yourself  through  a  disability,  maintain  your  independence  and  keep 
your  self-respect. 


What's  more,  these  benefits  are  paid  directly  to  you  to  use  as  you  see  fit.  Whether  you 
use  them  for  normal  day-to-day  necessities,  office  expenses  or  whatever— it 
doesn't  matter.  And  on  top  of  that.  Disability  Income 
benefits  are  tax-free  under  present 
federal  income  tax  laws. 
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If  you're  under  age  55  and  a  member  of  the 
North  Carolina  Medical  Society,  just  fill  out  the 
coupon  below  and  moil  it  today. 


Mutual  of  Omaha 
will  provide  persona 
service  in  furnishing  the 
full  details.  Of  course, 
there  is  no  obligation. 


Mutual^ 
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Mutual 
^maha 


'Li.... ^^1^0.: 


Dr.  'larold  Gordon 
13904  washinoton  Circle 
Ktlwaukoe,  v.I    41402 
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People  you  can  count  an... 

Life  Insurance  Affiliate: 

United  of  Omaha 

MUTUAL  Of  OMAHA  INSLIRANCE  COMPANY 
HOME  OFFICE-  OMAHA,  NEBRASKA 


Mutual  of  Omaha  Insurance  Company 
Dodge  af  33rd  Street  ■  Omaha.  Nebraska  68131 

am  interested  in  learning  more  about  the  program  ot  Disability  Income 
Protection  available  to  members  of  the  North  Carolina  Medical  Society 
who  are  under  age  55- 
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What  you  can  learn  in  a  continuing 
medical  education  program  called 
Practical  Aspects  of  Hypertension  - 
1977cou\6  save  somebody.  Especially 
since  it's  a  program  of  practical  ideas, 
methods  and  solutions  that  you  can  use 
in  your  everyday  practice.  Presented  by 
some  of  the  country's  leading  authorities 
on  hypertension. 

Herbert  Benson,  M.D.,  Harvard 
Medical  School,  will  talk  about  the 
non-pharmacologic  modes  of  anti- 
hypertensive therapy. 

Newton  Bracket,  M.D.,  Medical  Uni- 
versity of  S.C,  will  discuss  the  clinical 
aspects  of  pharmacologic  agents  in  the 
treatment  of  hypertension, 

Donald  L.  Copeland,  M.D.,  Bowman 
Gray  School  of  Medicine,  will  talk  about 
the  practical  management  of  the  ambu- 
latory patient  with  hypertension. 

J.  Caulie  Gunnels,  Jr.,  M.D.,  Duke 
University  Medical  Center,  will  talk  about 
the  evaluation  and  work  up  of  the 
hypertensive  patient. 

John  Laragh.M.D., Cornell  Medical 
Center,  will  discuss  recent  advances  in 
the  renin  angiotension  aldostron  axis  in 
hypertension. 

Marvin  Moser,  M.D.,  New  York  Medical 
College,  will  talk  about  current  problems 
in  the  control  of  hypertension. 

William  J.  Mroczek,M.D.,  Georgetown 
University  Medical  Division,  District  of 
Columbia  General  Hospital,  will  talk 
about  hypertension  in  the  pediatric  and 
adolescent  age  group  and  about  the 
diagnostic  and  therapeutic  consider- 
ations of  malignant  hypertension. 

Donald  G.Vidt,  M.D.,  Cleveland  Clinic 
Foundation,  will  discuss  clinical  aspects 
of  diagnosis  and  therapy  of  renal  vascu- 
lar hypertension,  and  hypertension  and 
renal  failure. 

Bedford  Williams,  M.D..  Duke  Univer- 
sity School  of  Medicine,  will  discuss  new 
concepts  of  bio-rhythms  and  the  hyper- 
tensive patient. 

Harold  A. Ziesat,  Jr.,  Ph.D.,  Duke  Uni- 
versity Medical  Center,  will  talk  about 
compliance  and  the  hypertensive  patient. 


And  you'll  have  a  chance  to  talk. 
Because  there  will  be  plenty  of  time  for 
questions  and  answers,  panel  discus- 
sions and  case  presentations. 

Practical  Aspects  of  Hypertension  — 
1977  has  been  organized  by  Medi- 
Media,an  independent  company  formed 
especially  to  organize  and  manage  un- 
biased continuing  medical  education 
programs  for  the  medical  profession. 
This  program  is  acceptable  for  1 2  [Pre- 
scribed Elective]  hours  by  the  Academy 
of  Family  Physicians.  It  is  also  approved 
for  12  credit  hours  in  Category  1  from  the 
AMA  Physician's  Recognition  Award 
and  1 2  credit  hours  by  the  American 
Academy  of  Physician's  Assistants. 

The  program  will  be  held  March  2nd 
and  3rd  at  the  Charlotte  Civic  Center, 
1 01  South  College  Street,  Charlotte, 
North  Carolina.  For  your  convenience, 
we've  set  aside  a  block  of  200  rooms  at 
reduced  rates  at  the  new  Radisson 
Hotel  just  across  the  street  from  the 
Civic  Center. 

So  make  your  plans  now  to  attend 
Practical  Aspects  of  Hypertension  - 
1977 

Some  of  the  country's  most  impor- 
tant doctors  have  already  agreed  to  par- 
ticipate in  our  program.  But  JU|Pf>(j)_ 
wed  like  to  have  one  more.  TOSIm)« 

You.  iVIcD^ 

If  you  would  like  to  attend  Practical 
Aspects  of  IHypertension-  1977.  please 
fill  out  the  coupon  and  send  it  with  a  check 
for  the  correct  amount  to  Medi-Media, 
PO.  Box  41  35,  Rock  Hill. S,C  29730. 


Name- 
City— 


State- 


-Zip. 


Total  Amount  Enclosed 

FEES,  Physicians:$125,  Residents  and 
other  allied  health  professionals:  $50, 
Interns:  $25 
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When  Big  Ben  looks"'a  little  off  I'.. 

Antivert  25 

(meclizine  HCl)  25  mg.  Tablets 

for  vertigo 


■  Most  Widely  Prescribed  — Anti\ert  is 

the  most  widely  prescribed  a^ent  tor  the 
manat:;ement  ot  x'ertigo"  associated  with  ciis- 
eases  attectin;j;  the  vestibular  system  such 
as  Meniere's  disease,  labyrinthitis,  and  ves- 
tibular neuronitis. 

■  Relief  of  Nausea  and  Vomiting 
Anti\-ert/25   can   reliex'e   the   nausea   and 
x'omitina;  often  associated  with  \'ertit];o:' 

■  Dosage  for  Vertigo"— The  usual  adult 
dosage  tor  Anti\-ert/2  5  is  one  tablet  t.i.d. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


♦INDICATIONS.  Based  i.n  a  review  of  this  drug  by 
the  National  Aeademy  of  Seiences— Natn  mal  Research 
Council  and/or  otlicr  information.  FDA  has  classified 
the  indications  <is  f<  illi  avs : 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  as.^ociatcd  with  motion  sickness. 

PossMy  Effective:  Management  of  vertigo  associ- 
ated with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica- 
tions requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
(meclizine  HCl)  during  pregnane)-  or  to  women  who  may 
become  pregnant  is  contraindicated  in  view  ot  the  terato- 
genic effect  ot  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12-15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  m  rabbits  and  10  mg./kg. /day  in  pigs  and  monkeys  did 
not  shi  iw  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have 
sh(  iwn  a  previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a  car  or  operating 
dangen.ius  machinery. 

Usage  17!  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  ni  it  Ix-en  done;  therefore,  usage 
is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  "Contraindications." 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  h.ivc  been  repi  irted. 

More  detailed  QO^RIO  fife 

professional  information       riV^wiilVJ  %figj^ 

.,    ,   ,  A  division  ol  Plizer  Pharm.iceuticals 

avaifahle  on  request.  New  York  New  York  looi? 


THERE AREA 

LOT  OP  PEOPLE 

GETTING  BETWEEN 

YOU AND  YOUR 

PATIENT 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  locus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  substitution  in  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a  dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a  product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a  background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent,  since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  tact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  tor  hundreds  of 
"follow-on"  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a  risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a  Federal  regulation  designed  to  cut  the  G()\ernment's 
drug  bill  by  setting  price  ceilings  for  drugs  tlispenscd  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a  particular  pn~)duct  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equi\alent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  ol  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag    The  future  of  drug  and  device  re- 
search depends  upon  a  scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  S 1  billion  of  its  own  funds  and  evaluating 
more  than  1 ,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  s)'Stem  disorders,  among 
others.  But  there  is  a  major  barrier  to  the  flow  of  new 
drugs  to  your  patients :  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That's  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a  difference  in  your  practice  tomorrow. 


P-M»A 


Pharmaceutical  Manufacturers  Association 

1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 
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LEADERSHIP  CONFERENCE  SUCCESSFUL:   New  county  medical  society  officers  as  well  as 
old  timers  convened  January  28  at  the  Royal  Villa  Hotel  in  Raleigh  for  the  1977 
Conference  for  Medical  Leadership  of  the  North  Carolina  Medical  Society.   High- 
lights of  the  Conference  were  addresses  by  Governor  James  B.  Hunt,  Jr.  and  Dr. 
Frank  J.  Jirka,  Jr.,  Secretary-Treasurer  of  the  AI'IA.   There  were  two  general  ses- 
sions and  four  workshops  through  which  all  attendees  rotated.   We  are  indebted  to 
the  Committee  on  Public  Relations,  John  L.  McCain,  M.D.,  Chairman,  for  producing 
this  fine  conference. 


EXECUTIVE  COUNCIL  HAS  MID-WINTER  >EETING:   The  Executive  Council  met  Sunday, 
January  30  for  its  annual  mid-winter  meeting.   The  agenda  contained  many  items. 
Probably  the  most  important  was  the  recommendation  from  the  Finance  Committee  for 
an  increase  in  dues  to  a  base  of  $140  a  year  and  a  reduction  from  $50  to  $25  for 
the  five  year  "surcharge"  for  new  members.   This  was  approved  by  the  Executive 
Council  and  will  be  referred  to  the  House  of  Delegates  for  consideration  in  May. 
Other  actions  will  be  reported  in  the  subsequent  Bulletins . 

PLANS  UNDERWAY  FOR  123rd  ANNUAL  SESSION:   The  North  Carolina  Medical  Society  will 
hold  its  123rd  Annual  Session  at  Pinehurst,  May  5-8,  1977.   The  many ' committees 
involved  have  already  made  considerable  progress  in  arranging  the  details.   John 
H.  Budd,  M.D.,  President-Elect  of  the  AMA  will  attend  and  speak  on  Sunday,  May  8 
at  the  general  session.   The  House  of  Delegates  will  meet  two  times  as  usual. 
Many  scientific  and  technical  exhibits  will  be  there.   A  number  of  social  events 
are  planned.   Golf  and  tennis  tournaments  are  scheduled. 

RESOLUTIONS  TO  THE  HOUSE  OF  DELEGATES :   County  societies  are  reminded  that  should 
any  have  a  resolution  to  be  considered  by  the  House  of  Delegates  of  the  Society 
that  such  should  be  properly  passed  by  their  society  and  forwarded  to  the  head- 
quarters office  before  the  deadline  of  April  5. 

THE  RED  CROSS  AND  BLOOD:   Inez  W.  Elrod,  M.D.,  Medical  Director  of  the  Piedmont 
Carolinas  Red  Cross  Blood  Center  calls  our  attention  to  some  recent  publicity 
which  has  apparently  created  some  misunderstanding.   This  has  to  do  with  the  news 
that  the  Red  Cross  has  withdrawn  from  the  AABB  Clearinghouse.   Dr.  Elrod  states 
that  in  North  Carolina  the  Red  Cross  Blood  Centers  continue  to  supply  about  95% 
of  the  Blood  used  and  have  worked  in  close  harmony  with  the  four  hospitals  who 
maintain  their  own  blood  banks.   She  forsees  no  "drastic  shortage"  of  blood  in 
this  state  nor  any  serious  repercussions  following  the  Red  Cross'  withdrawal  from 
the  AABB  Clearinghouse. 


N.C.  OPTOMETRISTS  MEET  RESISTANCE:   As  is  generally  known  the  optometrists  in 
North  Carolina  are  seeking  to  redefine  the  definition  of  optometry  and  are  pro- 
posing laws  to  allow  the  use  of  drugs  in  the  diagnosis  and  treatment  of  eye 
diseases.   Also,  the  University  of  North  Carolina  is  seriously  considering  col- 
laborating with  South  Carolina  and  Georgia  to  begin  a  school  of  optometry  in 
Charleston,  South  Carolina.   On  January  13,  Shahane  Taylor,  Jr.,  M.D.,  Banks 
Anderson,  Jr.,  M.D.  and  Samuel  D.  McPherson,  Jr.,  M.D.,  all  prominent  ophthal- 
mologists in  our  Society,  appeared  before  a  committee  of  the  Board  of  Governors 
of  the  University  and  eloquently  presented  the  opposition  of  the  North  Carolina 
Medical  Society  to  North  Carolina's  participation  in  any  such  program. 

THE  NORTH  CAROLINA  MEDICAL  RETIREMENT  SAVINGS  PLAN:   Our  Keogh  plan  got  a  nice 
plug  in  the  December  13,  1976  issue  of  Medical  Economics.   Senior  associate 
editor  Laton  D.  McCartney  wrote  that  while  many  of  the  Doctor  Funds  are  on  the 
skids  "some  plans,  like  those  offered  by  the  Suffolk  County  (N.Y.)  Medical 
Society,  the  North  Carolina  Medical  Society,  and  the  American  Academy  of  Family 
Physicians  have  been  top  performers  over  the  past  few  years  and  are  maintaining 
a  steady  base  of  participation." 

AMA  NHI  BILL  HAS  BEEN  INTRODUCED:   At  the  December  Clinical  Convention  of  the  AMA 
in  Philadelphia  the  House  of  Delegates  voted  to  again  sponsor  a  national  health 
insurance  type  bill  in  Congress.   On  January  13,  1977,  such  a  bill  (HR  1818)  was 
introduced  by  two  members  of  Congress.   Similar  legislation  will  be  introduced  in 
the  Senate.   Details  of  this  program  have  been  published  in  the  AM  News . 

NEW  HANDY  BOOKS  BEING  PUBLISHED:   A  book  constantly  used  in  every  physician's 
office  is  the  Physician's  Current  Procedural  Terminology.   The  AMA  has  just  an- 
nounced that  it  has  completed  and  is  ready  to  publish  the  fourth  edition  of  this 
handbook.   The  price  is  $12.00  per  copy  and  may  be  obtained  by  writing  the  Order 
Department,  Al  of  the  AMA.   Also,  another  comprehensive  reference  book  is  the  AMA 
Drug  Evaluations  which  is  probably  the  best  manual  on  drugs  and  should  be  near  the 
left  hand  of  each  practicing  physician.   This  can  be  obtained  from  Publishing 
Sciences  Group,  Inc.,  545  Great  Road,  Littleton,  Maine  01460,  at  a  pre-publication 
price  of  $17.00. 

SOME  OF  US  DO  THINGS  DIFFERENTLY:   A  verbatim  dictated  note  on  a  patient's  chart 
in  an  Asheville  Hospital  reads  as  follows:   "Pelvic  examination  will  be  done  later 
on  the  floor." 

Sincerely  yours. 


se  Caldwell,  Jr. 
President 


NORTH  CAROLINA 
MEDICAL  SOCIETY'S  OFFICIAL 
DISABILITY  INSURANCE  PLAN 

Now  Pays  Up  To 

$500  4 

WEEKLY  INCOME 
($2,166.00  per  mo.)  -Z7^"»^J-;t 

plus  Bonus  ^S^'\l   favorab\e   paf 

due   lO 

For  Eligible  Members        tiopatuin 


|No  physical  exam  requiredl 


To  meet  today's  needs  in  our  inflated  economy,  you  require 

adequate  income  when   disabled   from   practice.   If  you  are  HI 

under  age  50,  you  can  receive  up  to  $600  per  week.  || 

GUARANTEED  RENEWABLE  DIRECT  PERSONAL  SERVICE 

You  are  guaranteed  the  privi-              For  over  38  years,  it  has  been  ||| 

lege  of  renewing  $300  per  week          our  privilege   to  administer  your  || 

to  age  70.  The  other  $200   per         program  from  Durham,  N.  C.  in-  || 

week  renewable  to  age  60.  Cer-         eluding    payment    of    all    claims  lii 

tain  benefits  payable  without  re-          promptly.  ||| 

quiring  disability.  I'S 


J.  L.  &  J.  SLADE  CRUMPTON,  INC. 

GENE  GREER 

Office   Manager 

P.  0.  Drawer  1  767— Durham.  N.  C.  27702.  Phone:  919/682-.5497 
Underwritten  by  The  Continental   Insurance  Cos.  of   New  York 

JACK  FEATHERSTON.  Field   Representative 

P.  0.  Box  17824.  Charlotte.  \.  C.  28211.  Phone:  704/366-9359 

North    Carolina    Professional    Group   Administrators    for: 

NORTH    CAROLINA    MEDICAL    SOCIETY    .    NORTH    CAROLINA    DENTAL    SOCIETY    .    NORTH    CAROLINA    SOCIETY    OF    ENGI- 
NEERS   •    NORTH    CAROLINA    CHAPTER   OF   ARCHITECTS    •    NORTH    CAROLINA    ASSOCIATION    OF    C.P.A.'S   AND    BAR    GROUPS 


Physician... 


■V 


.>  >^/^ 

i 


i 


w 


your 

"general  practice" 

ccxiidrit  be 
more  general 

than  the  Air  Force 


Our  doctors  treat  everyth inp:  from  neonatology  to  geriatrics  —  and  have  the 
modern  facilities  and  highly  trained  support  staff  to  deal  with  each.  A 
medical  career  in  the  Air  P^orce  offers  other  advantages,  too  -  reasonable 
hours  with  time  to  spend  with  your  family  around  the  outstanding  Air 
Force  recreational  facilities.  Administrative  support.  Patient  treatment 
without  regard  for  ability  to  pay.  An  excellent  program  of  education  if  you 
wish  to  specialize  in  one  of  the  many  areas  of  medicine. 

Find  "the  perfect  practice" 

in  the  Air  Force 

Mail  the  coupon  below  for  all  the  information. 

310  New  Bern  Ave..  Rni.  hllh 
R.iloigli.N.C.  27611 
Call;  t»l>3/755-4134 

AIR  FORCE.  Health  Care  At  Its  Best. 

Social  Security  No. . 


State      

Specialty 
Date  of  Birtti 


Zip 


Phone 


"AIR... A  BASIC  NEED  FOR  LIFE  SUPPORT" 


Announcing  NEW 


(dyphylline,  400-mg  tablets) 


A  basic  need  for  the  bronchospastic  patient  because... 

A  single-entity  theophylline  derivative 

Therapeutically  effective 

High  solubility  for  predictable  absorptiorh*'. 


«*f^W 


.TUSHA 


Doses  required  to  achieve  tReifapeutic 
levels  are  readily  tolera$ed*^ith'  ^    '  ^^^ 
Iittl6  to  no  gastric  distress.  ""^ 


«3P«»^ 


LUFYLUN'-  (dyphylline) 

LUmUN«-400  (dyphylline)  Tablets      , 

Following  Is  a  Brief  Summary:  ^  ^_ 

Indications:  For  relief  of  acute  brotichial  asthma  and  for,rey 

bronchospasm<associated  with  chronic  bron^pis  anci  emphyser 

Contraindications:  In  individuals  who  havgj.how.n  hypersensitivity -1 

any  of  its  components.       .      -s 


Dyphylline  should  not  be  admitii^HII^Diirently  W(th  other 

Precautions:  Use  with  caution  in  paieiTw'with.SAere'cardiao^dt,,  ^^_, 
hypertension,  hyperthyroidism,  or  acute  myocardial  injury.  Paffitiill^r 
caution  in  dose  administration  must  beexercised  in  patients  with  pep- 
tic ulcers,  since  the  condition  may  be  exacerbated.  Chronic  oral 
administration  in  high  doses  (500  to  1,000  mgj  is  usually  associated 
with  gastrointestinal  irritation.  |' 

Great  caution  should  be  used  in  giving  dyphylline  to  patients  in  conges- 
tive heart  failure.  Such  patients  have  shown  markedly  prolonged  blood 
level  curves  which  have  persisted  tor  long  periods  following  discontin- 
uation of  the  drug. 
Adverse  Reactions:  Ndte-lndJuded  in^ttiis  listing  which  follows  jre  a". 


urilV/Bfii.i'.^iMiwir 


f-speeme^iiug 

thine  drugs  i 
dyphylline  is;  ^ 
The  most  con| 
1,  {jastrointel 
generally  pi 


lave  been  reported  with  thi»  -  a^: 


I    nervous  system  stimulation:  irritability,  restlessness, 
.  L  In^nia,  reflex  hyperexcitability,  muscle  twitching,  clonic  and 

iWic  generalized  convulsions,  agitation. 
S^iCardiovascular:  palpitation,  tachycardia,  extrasystoles,  flushing, 
^  .ritiarked  hypotension,  and  circulatory  failure. 

4.  Respiratory:  tachypnea,  respiratory  arrest. 

5.  Renal:  albuminuria,  increased  excretion  of  renal  tubule  and  red 
blood  cells.  *;       <.  ,,.»*- 

6.  Othegl^ever,  deHJdration. 


nuuis  pjiu  lour  iimfs  ^  day.  The  dosage  should  be  individualized  by 
titration  to  the  condinoh  ^nd  response  of  the  patient,  with  therapeutic 
blood  levels  considered  to  be  between  10  mcg/ml  and  20  mcg/ml.  Levels 
above  20  mcg/ml  may  produce  toxic  effects. 
How  Supplied: 
^:  LUFYLLiri'»Tablets^ontaininE2[)0mtdVDhyilinfe.MB,lWa»R521- 


3L>il|lt<f!lEIIIIE''flKi*l'MiIt^fl&<&'J>lil'JILEyIli'J 


2,  bottles  of  100. 

"""'try.S.A.)  law  prohibits  dispensing  without  prescrip- 


^ ig.  and  epigastric  pamj^. 

rttetemesis,  diarrhea.  .        ^^ 


ormation.  please  review  package  insert,  or  write 


Mallinckrodt 


Pharmaceuticals^K/(/ng5,Ctem/ste/.,tQ,.4<e 


mWL^ 


TREATMENT  AND  LEARNING  CENTER  For 

ALCOHOL  RELATED  PROBLEMS 


FELLOWSHIP  HALL 

THE  ONLY  HOSPITAL  OF  ITS  KIND  IN  THE  SOUTHEAST 

•  Safe  Comfortable  Withdrawal  •  No  Alcohol  Employed  •  Private  Non-Profit 
Tax-Exempt  •  A  Controlled  and  Pleasant  Psychological  Atmosphere 

•   Psychiatric   Hospital 

FOUR  WEEK  MULTI-DISCIPLINE  THERAPY  PROGRAM 


Member  of: 

•  The  American  Hospital  Association 
•  The  N.  C.  Hospital  Association 

•  Accredited  by  the  Joint  Commission 

on  the  Accreditation  of  Hospitals 


Individual  Counseling   •  Group  Therapy 

Nature  Trail  •   Indoor/Outdoor  Recreation 

Relaxation  and  Sleep  Therapy 

Audio-Video  Therapy 


FOR  ADMITTANCE  CALL 

JAMIE  CARRAWAY 

EXECUTIVE  DIRECTOR 

919-621-3381 


Facility,  program  and  en- 
vironment allows  the  indi- 
vidual to  maintain  or  re- 
gain respect  and  recover 
with  dignity 


FELLOWSHIP  HALL 

p.  0.  BOX  6929    •    GREENSBORO,  N.  C.  27405 

Located  off  U.S.  Hwy.  No.  29  at  Hicone  Road  Exit, 

6'/2  miles  north  of  downtown  Greensboro,  N.  C. 

Convenient  to  1-85,  1-40,  U.S.  421,  U.S.  220, 

and  the  Greensboro  Regional  Airport. 


INC. 


FOR  MEDICAL   INFORMATION  CALL 

j.  W.  WELBORN.   JR.,   M.D. 

MEDICAL  DIRECTOR 

919-275-6328 


ii^ 


Films,  tapes,  lectures, 
group  discussions  and  in- 
dividual counseling  are 
used  with  emphasis  on 
reality  therapy. 


Medical     examination     upon 
admission. 


Modern,  motel-like  accom- 
modations with  private  bath 
and  individual  temperature 
control. 


A  t^^ieiapeutic  nature  trail 
to  encourage  physical  ex- 
ercise, and  arouse  objec- 
tive interest  in  the  miracle 
of  nature. 


FELLOWSHIP    HALL  WILL   ARRANGE   CONNECTION    WITH    COMMERCIAL   TRANSPORTATION. 


(t 


I  Cannot  Till  A  Lie  -It  Does  Taste  Lib 


BANANAS! 


99 


When  acute,  non-specific  diarrhea  causes 
the  stomach  to  revolt,the  tasteful  counterattack 
is  Donnagel "  -PG.  Donnagel-PG  provides  all 
the  benefits  of  paregoric  and— instead  of  that 
unpleasant  paregoric  taste— a  delicious  banana 
flavor  good  enough  to  make  even  an  expert  flip 
his  wig. 


Now  with  child-proof  closure 

DonnagelPG 

Donnagel  with  paregoric  equivalent 

For  diarrhea 

Each  30  ml.  contains 
Kaolin  6.0  g. 

Pectin  142  8  mg 

Hyoscyamine  sulfate  0  1037mg 

Atropine  sulfate  0  0194mg 

Hyoscine  hydrobromide         0  0065  mg 
Powdered  opium,  USP  24.0  mg 

(equivalent  to  paregoric  6  ml.) 
(warning:  may  be  habit  forming) 
Sodium  benzoate  60  0  mg 

(preservative) 
Alcohol,  5% 


(V 


/l'H-[^OBINS 


A  H  Robins  Company,  Richmond,  Virginia  23220        Member  of  Certified  Medical  Representatives  Institute 


in  coughs  of  colds, 
"flu"andu.ri.- 
clear  the  tract 
with  the  famous 
Robitussin'Line! 

The  5  members  of  the 
Robitussin-  family  all  contain 
the  expectorant,  guaifenesin, 
to  help  clear  the  lower 
respiratory  tract.  Guaifenesin 
lA/orks  systemically  to  help 
stimulate  the  output  of  lower 
■espiratory  tract  fluid.  This 
"fenhanced  flow  of  less  viscid 
secretions  promotes  ciliary 
faction  and  makes  thick. 
Inspissated  mucus  less  viscid 
land  easier  to  raise.  As  a 
result,  dry,  unproductive 
-  boughs  become  more 
I  broductive  and  less  frequent. 


UR  PHOTO    Norfolk  &  Western  Branch  Train 
0  202  west  bound  near  Alvarado.  Va    (Oct  .  1956) 
^is  line  reaches  the  highest  point  of  any  railroad 
St  of  the  Rockies  (elevation  3.577  ft }  with  a 
^  mum  grade  of  3%.  It  crosses  108  bridges. 
me  700  ft.  long!  Photo  by  O.  Winston  Link. 


For  productive  and  unproductive  coughs 

Robitussin 

Each  5  ml  teaspoonful  contains 

Guaifenesin.  NF  100  mg 

Alcohol,  3  sro 

For  severe  coughs 

Robitussin  A-C'c^ 

Each  5  ml  teaspoonful  contains: 

Guaifenesin,  NF  100  mg 

Codeine  Phosphate,  USP 10.0  mg 

(warning:  may  be  habit  forming) 
Alcohol,  3,5% 

Non  narcotic  for  6-8-hour  cough  control 

Robitussin-Di\1^ 

Each  5  ml  teaspoonful  contains: 

Guaifenesin,  NF    100  mg 

Dextromethorphan 

Hydrobromide,  NF    15  mg 

Alcohol,  1  4  =  0 

Decongests  nasal  passages  and  sinus 
openings  as  it  helps  relieve  coughs 

Robitussin-PE^ 

Each  5  ml  teaspoonful  contains 

Guaifenesin,   NF   100  mg 

Pseudoephedrine 

Hydrochloride,  NF 30  mg 

Alcohol,  14% 

Decongestant  action  helps  control  cough  and 
clear  stuffy  noses  and  sinuses.  Non  narcotic. 

Robitussin-CF^ 

Each  5  ml  teaspoonful  contains: 

Guaifenesin,  NF    50  mg 

Phenylpropanolamine 

Hydrochloride,  NF 12.5  mg 

Dextromethorphan 

Hydrobromide,  NF 10  mg 

Alcohol,  1.4% 

All  Robitussin  formulations  available  on  your 
Rx  or  Recommendation. 


For  many  years  Robins  has  spot- 
lighted the  expectorant  action  of 
the  Robitussin  cough  formulations 
by  featuring  action  photographs  of 
steam  engines  like  the  one  on  the 
preceding  page.  In  keeping  with 
this  tradition,  lastyear  the  company 
commissioned  a  well-known 
illustrator  to  render  full-color 
drawings  of  several  classic 
locomotives  .  .  .  accurate  to  the 
minutest  detail.  Chances  are  you 
requested  and  received  the  first 
locomotive  in  this  series,  The 
William  Mason,  last  winter.  Now. 
the  second  one  is  available.  (See 
below).  To  orderyour  print  suitable 
for  framing,  write  "Robitussin 
Clear-Tract  Engine  #2"  on  your 
Rx  pad  and  mail  to  "Vintage 
Locomotives,"  Dept,  T4, 
A.  H.  Robins  Company, 
1407  Cummings  Drive. 
Richmond,  Va.  23220, 


The  Davis  Camel  (1873) 


/1-H'I^OBINS 

A.  H.- Robins  Company.  Richmond,  Va,  23220 


North  Carolina  Medical  Society 
Major  Hospital  and  Nurse  Expense  Insurance 


$25,000  Major  Hospital  and  Nurses  Expense  Policy- 
75  percent  —  25  percent  Co-Insurance 


PLAN  A 

$100  DEDUCTIBLE 

Member's  Age 

Member 

Member  and  Spouse 

Member,  Spouse  & 
All  Children 

Under  40 
40-49 
50-59 
60-64* 

$  82.50 
125.00 
182.50 
286.50 

$206.00 
302.50 
417.00 
640.00 

$288.00 
384.50 
499.00 
722.00 

PLAN  B 

$300  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 

$  50.00 

76.00 

118.50 

180.00 

$114.00 
176.00 
254.00 
402.00 

$150.00 
212.00 
290.00 
438.00 

PLAN  C 

$500  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 
65-69** 

$  31.50 

51.50 

82.50 

138.50 

58.00 

$  69.00 
118.50 
182.50 
308.00 
170.00 

$  91.50 
141.00 
205.00 
330.50 
192.50 

PLAN  D 

$1,000  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 
65-69** 

$  23.50 

38.50 

62.00 

104.00 

43.00 

$  51.50 

89.00 

137.00 

231.00 

127.00 

$  68.50 
106.00 
154.00 
248.00 
144.00 

*  Shown  for  renewal  only.  Enrollment  limited  to  members  under  age  60. 

'♦Integrates  with  Medicare  at  age  65.  .  .  ■..,.,..     i  .  c« ., 

Premiums  apply  at  current  age  on  entry  and  attained  age  on  renewal.  Semi-annual  premiums  are  one-half  the  annual  plus  50  cents. 


Term  Life  Insurance  Proerain 


Member's 

Spouse's 

Age 

$10,000 

$20,000 

$30,000 

$40,000 

$50,000 

Age 

$5,000 

Under  30 

$  27 

$  54 

$  81 

$    108 

$   135 

Under  30 

$  11 

30-34 

29 

58 

87 

116 

145 

30-34 

12 

35-39 

38 

76 

114 

152 

190 

35-39 

15 

40-44 

56 

112 

168 

224 

280 

40-44 

22 

45-49 

84 

168 

252 

336 

420 

45-49 

34 
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All  Children— $12  annually.  $2,500  after  age  6  months 


The  above  plans  quality  for  use  in  the  Professional  Association. 


For  Full   Information— Write  or  Call 

Golden-Brabham  Insurance  Agency,  Inc. 

Ralph  J.  Golden  Van  Brabham  III 

108   E.   Northwood   St.,   Phone:   BRoadway  5-3400,   Box  6395,  Greensboro,   N.  C.  27405 


AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northerrn  Virginia  Pathology  Laboratories,  Inc.) 

11091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 

NEW  DIAGNOSTIC 
SERVICES  IN: 

TRANSMISSION  ELECTRON  MICROSCOPY  (TEM) 

ULTRATHIN  SECTION  STUDIES  ON: 

BIOPSYTISSUE 

CELLS 

VIRUSES 

BACTERIA 

RICKETTSIA 

FUNGI 


IMMUNO-ELECTRON  MICROSCOPY 

NUCLEIC  ACID  VISUALIZATION 

AUTORADIOGRAPHY 

FREEZE  FRACTURE  AND  ETCHING 

Analysis  of  fine  structural  alterations  in  diseased  tissue  are  becoming  a 
common  feature  in  many  of  the  reports  now  appearing  in  publications 
related  to  pathology.  This  applies  to  both  experimental  pathology  and  more 
recently  to  diagnostic  pathology.  Transmission  Electron  Microscopy  (TEM) 
has  progressed  from  being  a  status  symbol  employed  by  few  specialists,  to 
the  stage  where  it  is  gaining  acceptance  as  a  diagnostic  tool. 

We  are  happy  to  announce  the  additional  service  of  electron  microscopy 
to  our  laboratories.  This  is  the  first  instance  of  diagnostic  electron 
microscopy  being  offered  in  the  Metropolitan  Washington  area  on  a 
service  basis. 

AMERICAN  MEDICAL  LABORATORIES  is  a  full-service  laboratory, 
operated  and  supervised  by  pathologists,  and  dedicated  to  providing 
prompt  and  accurate  results. 

GENTLEMEN:  PLEASE  SEND  ME 

O  A  Copy  of  Your  Professional  Services  Manual 

□  A  Copy  of  Your  Capabilities  Brochure 

□  Electron  Microscopy  Special  Mailing  Containers  and  Request  Forms 


NAME 


ADDRESS 


"OF  THE  PHYSICIAN 

BY  THE  PHYSICIAN 

AND  FOR  THE  PHYSICIAN' 

THANK  YOU  PRESIDENT  LINCOLN. 


This  paraphrase  of  part  of  your  famous  Gettysburg  Address  best  describes  the  what, 
why,  where,  when  and  who  of  Medical  Liability  Mutual  Insurance  Company  of  North 
Carolina. 

Since  our  founding  just  one  short  year  ago.  Medical  Liability  Mutual  has  brought  about 
significant  changes  in  the  Professional  Liability  Insurance  market. 


To  list  just  a  few  of  these  accomplishments: 

1 .  Created  a  market  when  no  other  company  was  willing  to  write  Profes- 
sional Liability  Insurance. 

2.  Made  available  both  Claims  Made  and  Occurrence  forms  of  coverage. 

3.  Brought  competition  into  the  marketplace  which  suddenly  discovered 
the  desirability  of  your  insurance. 

4.  Reduced  rates  —  reversing  a  trend  of  rising  rates  for  many,  many  years 
by  the  insurance  industry. 


If  you  are  not  presently  insured  by  Medical  Liability  Mutual,  why  not  become  a  part  of 
your  Company  and  participate  in  this  year's  accomplishments.  Call  or  write  us  today  for 
information: 

MEDICAL  LIABILITY  MUTUAL  INSURANCE  COMPANY 

OF  NORTH  CAROLINA 

222  N.  Person  Street  P.O.  Box  27285 

Raleigh,  North  Carolina  27611         Phone:  919  828-9334 


A  new  product  that 
temporarily  stops  the  cough 

Rvna-C 


UQ 


Syrup 


g 


EFFECTIVE  FORMULA 


•  Codeine  Phosphate 10  mg 

(Warning:  IVlay  be  habit  forming) 

•  Pseudoephedrine  Hydrochloride 30  mg 

•  Chlorpheniramine  Maleate 2  mg 


PATIENT  BENEFITS 


Provides  effective  cough  suppression 
Provides  effective  decongestant  action 
Alleviates  nasal  secretions 
Dye-free  formulation 
Sugar-free  formulation 
Excellent  cinnamon  flavor 


DOSAGE 


ADULT — 2  tsp  every  4  hours 

not  to  exceed  6  doses  in  24  hours 

PEDIATRIC — 2-5  years  V2  tsp  every  4  hours 
6-12  years  1  tsp  every  4  hours 
not  to  exceed  6  doses  in  24  hours 


Pharmaceuticals  >  Linking  Chemistry  to  Medicine' 


Mallinckrodt,  Inc. 
St.  Louis,  MO  63147 


New  Study  Just  Released! 


I 


I 


Latest  National  Survey*  Reports: 
Pharmacists  again  prefer 

PUREPAC 

Over  every  other  generic  manufacturer. 


There  are  5  major  national  drug  manu- 
facturers with  generic  lines:  Purepac, 
Pfizer,  Lederle,  Parke-Davis  and  SmithKline, 
but  only  Purepac  manufactures  more  of  its 
generic  products— in  its  own  plants,  than 
any  of  the  other  4. 

Purepac's  is  the  most  complete  of  all 
these  national  generic  lines,  and  Purepac's 
prices  are  more  economical. 

Now  that  many  states  have  repealed 
their  anti-substitution  law,  you  can  help 
reduce  your  patients  prescription  costs 
with  quality  generics.  Prescribe  Purepac, 


or  request  your  pharmacists  to  dispense 
the  Purepac  brand. 

Bio-availability  data  of  Purepac  manu- 
factured pharmaceuticals  and  Generic 
Reference  Chart  are  yours  upon  request. 


*The  November  1976  study  by  American 
Druggist  Magazine  reconfirms  Purepac 
leadership  over  every  other  generic 
manufacturer. 

Copies  of  this  study,  and  Purepac's  Annual 
Report  are  available. 


Manufacturers  of  Fine  Pharmaceuticals  for  Over  48  Years 


Elizabeth,  NJ  07207 
AMERICA'S  LEADING  NATIONAL  BRAND  OF  GENERICS 


Famous  Fighters 


NEOSPORIN*  Ointment 

( polymyxin  B-bacitracin-ncomycin) 

is  a  famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains  Aerosporm'  brand  Polymyxin  B  Sulfate  5,000  units,  zinc 
baci'racin  400  units,  neomycin  sulfate  5  mg  (equivalent  to  3  5  mg  neomycin  base), 
special  wtiite  petrolatum  qs  in  tubes  of  1  oz  and  f/2  oz  and  1/32  oz  (approx.) 
foil  packets 

INDICATIONS;  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in 
•  infected  burns,  sl<in  grafts,  surgical  incisions,  otitis  externa  •  primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  •  secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  •  traumatic 
lesions,  inflamed  or  suppurating  as  a  result  of  bacterial  infection 
Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  cle  n  lesions  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing  CONTRAINDICATIONS:  Not  lor  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a  day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a  not  uncommon  cutaneous  sensitizer  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section) 
Complete  literature  available  on  request  from  Professional  Services  Dept  PML. 
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CURRENT  THERAPY 

Clonidine 


Steven  K.  McCombs,  B.Sc,  R.Ph. 


SYNONYMS:    Catapres®,   Cata- 
presan*.  ST- 155.  Dixarit* 
THERAPEUTIC   CATEGORY: 

Antihypertensive 

CHEMISTRY:  Clonidine  is  chemi- 
cally designated  as  N-(2.6-dichloro- 
phenyl)-4.5-dihydro-IH-imidazo- 
hne-2-amine  monohydrochloride. 
The  substance  is  structurally  re- 
lated to  the  alpha  adrenergic  block- 
ing agents*  and  certain  of  the  mu- 
cous membrane  decongestants§. 

How  Does  Clonidine  Work? 

THE  drug,  an  alpha  adrenergic 
agonist,  appears  to  stimulate 
sympathetic  receptor  sites  in  the 
vasoconstrictor  and  cardioac- 
celerator  centers  of  the  medulla  ob- 
longata.' Because  the  neurons  are 
inhibitory,  however,  the  response  is 
a  hypotensive  one,  in  contrast  to  the 
pressor  effects  one  might  expect  if 
the  drug  acted  at  peripheral  sites. 
Indeed,  an  increase  in  blood  pres- 
sure occurs  after  rapid  intravenous 
injection;^  this  effect  has  been  at- 
tributed to  transient  stimulation  of 
extracerebral  receptors. 

Clonidine's  ability  to  suppress 


Division  of  Pharmacy  Practice 
Schoul  of  Pharmacy 
University  ofNonh  Caruhna 
Chapel  Hill.  Nonh  Carolina  27514 

phenlolamme  (Regitine');  tolazolme  tPrisculme    ) 
Soxymelazolme  (.AfnnM:   xylometazojine  (Otrivin").  tet- 
rahydrolazme  tVisine' ):  naphazoline  (Pnvine" .  Tyzine'  l 


renin  release  has  been  docu- 
mented^'^ and  this  effect  may  con- 
tribute to  the  antihypertensive 
activity  by  decreasing  generation  of 
angiotensin  11  or  reducing  bulbar 
sensitivity  to  this  substance.  The  re- 
lationship between  the  drug's  abil- 
ity to  decrease  urinary  levels  of 
catecholamines  and  aldosterone"' 
and  its  hypotensive  effect  remains 
to  be  determined. 

Some  researchers'^  have  noted  in- 
creased sensitivity  of  baroreceptors 
after  administering  clonidine  to 
dogs,  suggesting  a  hypotensive 
mechanism  similar  to  that  of  vera- 
trum  viride. 

What  are  its  Main  Pharmacologic  Ef- 
fects? 

Clonidine  induces  supine  brady- 
cardia' and  lowers  both  systolic  and 
diastolic  pressures;  peripheral  ve- 
nous pressure  remains  unchanged. - 
Because  normal  cardiovascular  re- 
flexes usually  remain  intact,  ortho- 
static"'' or  exertional'"  hypotension 
is  seldom  a  problem  within  the  usual 
dosing  range. 

After  administration  of  a  single 
dose  to  a  recumbent  patient,  cardiac 
output  decreases  L^-ZO*^,  and  no 
change  in  total  peripheral  resistance 
is  observed.  As  the  upright  position 
is  assumed,  however,  cardiac  out- 
put is  reduced  to  a  lesser  extent,  and 


total  peripheral  resistance  is  mark- 
edly decreased.  Onset  of  the 
hypotensive  effect  usually  occurs 
within  30  to  60  minutes;  the  effect 
peaks  in  two  to  four  hours  and  per- 
sists for  six  to  eight  hours. 

Clonidine  exerts  little  if  any  effect 
on  glomerular  filtration  rate,  renal 
blood  flow."  renal  plasma  flow  or 
blood  volume,  but  it  may  prolong 
circulation  time.  The  effect  of 
clonidine  on  urinary  aldosterone 
and  catecholamines  has  already 
been  mentioned. 

What  are  Clonidine's  Side  Effects? 

The  most  frequently  reported 
adverse  effects  include  dry 
mouth,''-"''  drowsiness'^'^''  and 
sedation.'  Although  sometimes  se- 
vere, these  symptoms  are  often 
dose-  and  time-related,  tending  to 
diminish  with  continued  therapy 
and/or  reduced  dosage. '- 

Constipation  is  a  common  com- 
plaint;'^'' obstipation  may  occa- 
sionally occur,  perhaps  even  pro- 
gressing to  pseudo-obstruction  of 
the  large  bowel.'"  ''  Less  frequent 
side  effects  include  fatigue,'-^  impo- 
tence,'^ nausea  and  vomiting,'-  de- 
pression,'' dementia"*  and  parotid 
pain.'"  The  reader  is  referred  to  the 
official  package  insert  for  a  more 
complete  listing.  Abrupt  cessation 
of  anti-hypertensive  therapy  may 
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precipitate  a  withdrawal  syndrome 
characterized  by  nausea  and  vomit- 
ing,^" tremor,  restlessness, 
headache  and  insomnia.-'  These 
symptoms,  similar  to  those  ob- 
served in  pheochromocytoma  and 
correlated  with  increased  levels  of 
urinary  catecholamines,  may  be  as- 
sociated with  the  phenomenon  of 
rebound  hypertension  —  the  ten- 
dency of  the  blood  pressure  to  re- 
turn to  or  even  exceed  pretreatment 
levels  within  eight  to  24  hours  after 
therapy  is  stopped.  Though  one  fa- 
tality has  been  attributed  to  this 
pressor  effect,"  its  significance  has 
been  questioned.-^"-'  The  rebound 
effect  may  be  more  severe  and 
occur  more  frequently  in  those  pa- 
tients who  have  received  high  doses 
of  the  drug  over  a  period  of  at  least 
several  months,  but  specific  state- 
ments cannot  be  made  until  more 
extensive  investigation  is  done. 

Appropriate  management  of  the 
withdrawal  syndrome  consists  of 
either  restarting  the  clonidine  or 
co-administering  parenteral  alpha- 
and  beta-adrenergic  blocking 
agentst.  Discontinuation  of  the 
drug  should  be  gradual,  and  patients 
should  be  fully  informed  of  the  need 
for  strict  adherence  to  the  pre- 
scribed regimen.  The  use  of 
clonidine  in  individuals  who  tend  to 
be  unreliable  has  been  questioned. 
Reproduction  studies  conducted  in 
rats  and  mice  suggest  no  evidence  of 
teratogenicity,  but  at  dosage  levels 
of  2  mg/kg,  some  embryotoxicity 
was  manifested  by  a  decreased  con- 
ception rate.'-''  Since  the  manufac- 
turer states  that  dosages  as  low  as  1  ? 
jii.g/kg  have  produced  similar  effects 
in  other  animal  models,"  the  use  of 
clonidine  in  pregnancy  cannot  be 
recommended.  It  is  not  known 
whether  the  drug  crosses  the  pla- 
cental barrier  or  appears  in  the  ma- 
ternal milk  supply. 

Which  Drugs  Interact  With  Cloni- 
dine? 

Administration  of  clonidine  and 
central  nervous  system  depressants 
must  be  undertaken  with  caution  in 
view  of  the  drug's  high  incidence  of 


^Proprdnoki!  0.2  mg/kg  I.V.  over  tour  minates  lo  alleviate 
witlldrawal  symptoms  followed  by  phentolamme  in  a  5-10 
mg bolus  I.V.  (up  to  a  total  dose  of  30  mg over 30  minutes)  lo 
reverse  hypertension.  Method  of  Hansson  et  al.-' 


drowsiness  and  sedation.  Patients 
should  be  advised  to  exercise  care 
when  driving  a  car  or  operating 
dangerous  machinery.  Conolly'-'* 
reports  that  the  addition  of  imip- 
ramine  to  the  regimen  of  a  patient 
receiving  clonidine  results  in  loss  of 
blood  pressure  control.  The 
phenomenon  has  also  been  demon- 
strated with  desipramine  in  a 
double-blind  crossover  study;-''  the 
effect  was  most  prominent  in  the 
supine  position.  Though  clinical 
data  involving  other  tricyclic  an- 
tidepressants are  not  available,  a 
study^"  of  the  interaction  in  cats  in- 
dicates a  similar  problem  with  ami- 
triptyline  and  protriptyline.  In  view 
of  this  complication  and  clonidine's 
propensity  to  induce  or  exacerbate 
mental  depression,  selection  of  an 
alternate  hypotensive  drug  is  in 
order  under  these  circumstances. 
Conversely,  patients  who  develop 
mental  depression  secondary  to 
clonidine  therapy  should  not  be 
treated  with  tricyclic  antidepres- 
sants. Because  clonidine  induces 
bradycardia,  its  use  with  other 
drugs  that  produce  the  same  effect 
(e.g.  digitalis,  guanethidine,  pro- 
pranolol) must  be  carefully  moni- 
tored. Combining  clonidine  with 
other  antihypertensives  may  pro- 
duce an  additive  hypotensive  effect, 
but  this  interaction  may  be  clinically 
useful,  particularly  when  diuretics 
are  employed. 

Hedeland  and  co-workers^'  re- 
ported that  clonidine  markedly  di- 
minishes epinephrine  secretion 
secondary  to  insulin-induced 
hypoglycemia.  On  the  basis  of  this 
observation,  one  might  anticipate 
an  impaired  glycogenolytic  com- 
pensatory response,  possibly  ac- 
centuating the  effect  of  concur- 
rently-administered antidiabetic 
drugs.  Propranolol  exhibits  a  simi- 
lar action''-  and.  like  the  beta- 
blocker,  clonidine  may  even  mask 
the  tachycardia  and  sweating  com- 
monly associated  with  hypogly- 
cemia. 

What  are  the  Indications  for  Cloni- 
dine? 

Clonidine  is  especially  useful  in 
those  patients  who  cannot  tolerate 
other  sympatholytic  agents  due  to 
troublesome  postural  hypotension, 


nasal  stuffiness  or  excessive  gastric 
secretion  stimulation.  Certain  indi- 
viduals respond  to  clonidine  when 
treatment  with  an  alternate  an- 
tihypertensive is  unsuccessful  in  ef- 
fecting adequate  control. ^^'^^ 
Though  the  manufacturer  states 
that  the  drug  is  "mild  to  moderate  in 
potency,"-'  at  least  some  clini- 
cians'-'^""^** reserve  clonidine  for 
moderate  to  severe  hypertension. 
Simultaneous  use  with  a  diuretic  is 
strongly  advocated  since  this  tends 
to  increase  effectiveness  of  treat- 
ment,'-delay  onset  of  tolerance  and 
minimize  the  fluid  retention  that 
usually  occurs  during  the  first  few 
days  of  treatment. 

What  are  the  Dosing  Recommenda- 
tions? 

The  manufacturer  suggests  an  ini- 
tial dose  of  0. 1  mg  b.i.d.  Should  this 
level  fail  to  produce  the  desired  re- 
sponse, further  increments  of  0.1 
mg  or  0.2  mg  may  be  instituted. 
These  increases  should  probably  be 
made  no  more  frequently  than  every 
three  days  in  view  of  the  drug's 
plasma  half-life  of  approximately  16 
hours.  Some  investigators  have 
administered  the  drug  at  regular  in- 
tervals on  at.  i.d.  orq.i.d.  basis,  and 
favorable  results  have  been  ob- 
tained. Such  a  regimen  seems  ra- 
tional, because  the  hypotensive  ef- 
fect is  reported  to  last  only  six  to 
eight  hours  after  an  oral  dose. 

The  package  insert  states  that  2.4 
mg  is  the  maximum  effective  daily 
dose,  but  doses  twice  as  large  have 
been  employed  in  a  number  of 
studies. ' '-■ '  ■'  Conversely ,  downward 
dosage  adjustment  may  be  neces- 
sary in  patients  with  renal  impair- 
ment, since  plasma  half-life  may 
approach  36  hours  under  these  cir- 
cumstances. The  dosing  range  is 
obviously  very  wide  and  indi- 
vidualization of  therapy  is  of  utmost 
importance. 

What  are  the  Symptoms  of  Clonidine 
Overdose  and  How  is  it  Managed? 

Clonidine  overdose  may  be 
characterized  by  /iy/7£'rtensive 
episodes,^"  profound  hypotension. 
weakness,  somnolence,  diminished 
or  absent  reflexes,  pallor  and  vom- 
iting.'"^ Whether  a  pressor  or  de- 
pressor effect  is  observed  depends 
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largely  on  the  extent  of  involvement 
of  peripheral  alpha  adrenergic  re- 
ceptors. When  serum  levels  of  the 
drug  are  excessive  and  little  has 
crossed  the  blood-brain  barrier,  ac- 
tivation of  peripheral  receptor  sites 
by  clonidine  produces  vasocon- 
striction and  resultant  hyperten- 
sion.""'*" As  mentioned  previously, 
a  similar  phenomenon  occurs  under 
experimental  conditions  when  a 
clonidine  bolus  is  rapidly  injected 
by  the  intravenous  route.  Effects  of 
clonidine  can  be  reversed  by  in- 
travenous administration  of  tol- 
azoline.-  '■■'  The  usual  dose  is  10  mg 
at  30-minute  intervals;  unpublished 
data-'"  indicate  that  10  mg  will 
counter  the  effects  of  approxi- 
mately 600  ju.g  clonidine.  In  view  of 
tolazoline's  occasional  tendency  to 
elicit  a  hypertensive  response^"  and 
the  recognized  use  of  phentolamine 
in  the  management  of  the  rebound 
phenomenon,-'  the  latter  alpha 
blocker  may  be  superior  to  the 
former  in  those  occasional  cases  of 
overdose  characterized  by  a  pressor 
response.  Forced  diuresis  has  ques- 
tionable therapeutic  value  since 
39-48^  of  an  administered  dose  is 
excreted  by  the  kidneys  of  the  nor- 
mal subject  within  the  first  24 
hours.'*''  While  gastric  lavage  and 
placement  of  activated  charcoal 
may  be  useful  in  preventing  absorp- 
tion, particularly  soon  after  inges- 
jtion,  routine  use  of  vasopressors 
and  analeptics,  recommended  by 
the  manufacturer,  is  to  be  discour- 
aged.-" 

1  What  Preparations  are  Commer- 
cially Available  and  What  is  the  Cost 
of  Therapy? 

Cost  to  the  pharmacist  for  one- 
hundred  0.1  mg  tablets  is  $7.14:  an 
equivalent  number  of  0.2  mg  tablets 
Iwould  cost  $9.36.^-  Commercial 
iclonidine  tablets  have  an  expiration 
date  of  3.5  years  from  the  time  of 
manufacture.^' 


A  combination  product  contain- 
ing clonidine  0. 1  mg  or  0.2  mg  with 
chlorthalidone  (Hygroton" )  15  mg  is 
commercially  available  under  the 
brand  name  Combipres" .  Like  most 
multiple-ingredient  products,  the 
drug  must  not  be  used  to  initiate 
therapy.  The  combination  is  indi- 
cated only  if  the  fixed-dose  ratio 
corresponds  to  the  previously  de- 
termined dosage  of  the  individual 
components. 

The  rationale  for  marketing 
Combipres"  has  been  questioned, ^^ 
since  clonidine  exhibits  a  hypoten- 
sive effect  seldom  lasting  longer 
than  eight  hours:  the  effects  of 
chlorthalidone  may  persist  for  up  to 
72  hours.  Furthermore,  the  dosage 
range  for  clonidine,  as  noted  previ- 
ously, is  very  vvide:  that  of  chlor- 
thalidone is  limited  to  50  mg  or  100 
mg  daily.  On  the  basis  of  these  ob- 
servations, routine  use  of  this  pro- 
duct should  be  discouraged. 

The  usual  wholesale  acquisition 
costs  for  the  two  strengths  of  Com- 
bipres" are  $9. 1 8  and  $  10.20  respec- 
tively.^- 

ACKNOWLEDGMENT 

The  author  vMshes  to  thank  Stephen  M. 
Caiola,  M.S.,  A.  Wayne  Pittman.  B.Se..  and 
John  F.  Rogers.  M.D..  fortheirw  llhngnessto 
review  the  manuscript  and  for  their  sub- 
sequent valuable  suggestions. 


I'l  the  h>piiicnM\c 

noi-2-imjdj/olinc 

hur  J  PharmaLo! 


ReftrfntfS 

Sthmitl  H.  Sthmill  H  Lo^alizalu 
diet  ol  :-l2.h-dichloroph.;nyla 
hvdroLhlondc  tST-IX''.  Catapresa 
(i  S-i:.   IWfiy 

Bt'i-k  KD:  Studies  on  Ihc  elinieal  pharmaeologv  ot 
LJonidmi;  ,\'iii  ,4.v/)(</.\  tur  TrttirmifU  <-/  Arwnal 
thivruii^ion  Universitv  of  Milan.  197.1.  pp  s7-il6 
ilncMi  G.  Paz-Martinuz  V.  Kim  KK.  ft  al  tik-it  ot 
^lunidinc  on  renin  release  H\pi  n,  ri\h'n  .\tii  htini^ni.^ 
iinj  \ta'un;(  nun!  hdited  h\  1  Inesti  G.  Kim  Kh.  Mo\er 
.IH  Neu  "fork.  Grune  and  Siratton  147.1  pp  41)>4(N 
Reid  lA.  MaeDonald  DM.  Paehnis  B  el  jl  Studies 
^oneeming  the  meehanism  ul  suppressmn  nt  renin  sec- 
retion b\  elonidine  J  Pharmaeol  IvpTher  liJI  711-721. 
ISI7S 

Hoktelt  B  Hedeland  H  D>mlmp  Jl  Studies  on 
eateeholamines.  renin  and  aldosterone  tolloumg 
r  atapresan  (2-l2.fi-diehlorphenylaminel-2-imidazoline 
hvdroehloridel  m  h\pertensi\e  patients  Pur  J  Phar- 
maeol 1(1  1.K'J-.147.   147(1 

\\alland  ,A.  Kobinger  W.  Csongrady  \  Aelion  o! 
elonidine  on  baroreeeptor  rellexes  in  eonseious  uoqs 
I  ur  J  Pharmaeol  2ft- 1»4- IW.   1474 

Dollerv  (.  T  Daxies  DS  Dratlan  GH.  et  al  I  linieal 
pharmaeologv  and  pharmaeokineties  ot  elonidine  (.  Iin 
Pharmaeol  Ther  14  1  1-17    |47(i 

Brest  AN  Kim  KP Onesti  G.  et  al  Hemodvnami,  and 
slinieal  elleets  ol  a  neu  antihvpertensi\e  drug  (-  ireula- 
tkin  .16  (Supplement   Ilr76.  1967. 


Pragaehan  [■ .  MunsaKe  P.  Tremarias  .A.et  al:  Clonidine 
in  treatment  olhvpenensiun   Curr  Ther  Res  18:400-404. 

I47.S. 

Muir  AL.  Burton  J  L.  Lawrie  DM;  Circulatory  eftects  at 
rest  and  exercise  ol  elonidine  an  imidazoline  derivative 
\Mth  hypotensive  propenies  Lancet  2(7hl3l:  18  I- 184. 
14h4 

Onesti  G.  Schuartz  AB  Kini  Kh.  el  al:  Phar- 
macodynamic eftects  of  a  new  antihypertensive  drug, 
(.atapres  iST-IS.si  I.  irculation  14  2  14-228.  1464. 
Mroczek  WJ.  Davidow  M.  pinneny  PA  Prolonged 
treatment  \v  ith  clonidine  comparativ  e  antihy  pcrtensive 
etlecls  alone  and  vMth  a  diuretic  agent  Am  J  Cardiol 
.1(1  .V16-.S4I.   1472 

Ralfos  J.  Bauer  Gl  .  Leuis  RO  et  al.  (.lonidine  in  the 
treatment  ol  severe  hypertension  Med  .1  ,\usl  1:786- 
741.   1471 

Rosenman  RH  lomhmed  c  lonidine-chlorthalidone 
therapy  in  hvpertension  Arch  Intern  Med  1.1.^:12.16- 
12.14.  I47.S 

Maedougall  .AL.  .^ddisGJ,  Maekav  N.  elal:  Treatment 
of  hypertension  vvith  clonidine  Br  Med  J  1(3720):440- 
442.  1470 

Bear  R.  Steer  K  Pseudo-obstruction  due  to  clonidine 
Br  Med  J   1(60011    147.   1476 

Bauer  GL.  Hellestrand  KL  Pseudo-obstruction  due  to 
clonidine  Br  Med  J  t(6(ll2l:764.  1476 
l.avin  P.  Alexander  y  P:  Dementia  associated  with 
clonidine  therapy  Br  Med  J  l(.s4SSI  628.  147s 
I  Inesti  G.  Bock  KD  Heimsoth  V.  el  al:  Clonidine  a 
neu  antihypertensive  agent  Am  J  Cardiol  28  74-81. 
1471. 

Hopkirk  JAC  .  Simpson  NB.  Fitzgerald  WR:  Vomiting 
with  clonidine  withdrawal  Br  Med  J  3(.s48U|-4.1.s.  147.V 
Hansson  L.  Humor  SN.  Julius  S.  et  al:  Blood  pressure 
crisis  lollowing  withdrawal  oi  clonidine  ((.  atapres. 
Lalapresanl.  with  special  reference  to  arterial  and  uri- 
nary calecholamine  levels,  and  suggestions  lor  acute 
management  Am  Heart  J  8.s  60.s-hl(l.  1471 
\\  ebster  J.  Jeffers  A.Galloway  DB.etal  Withdrawal  of 
antihipenensive  therapy  Lancet  2l7841i:  1 18  1 .  1474 
Pettmger  y\  ^  .Aspects  ot  clonidine  therapv  N  p.ngi  J 
Med  244  84S.    1476 

Whitsett  TL.  Chrysanthakopoulos  SG.  Dillard  B  et  al: 
pcaulation  oi  abrupt  cessation  of  therapv  with 
clonidine  y  lin  Pharmacol  Ther  14  114.  1476 
Whitsett  I  1  -(.hrysantGG.  Dillard  B.etal:  Withdrawal 
ol  clonidine  J  AM  A  2.1.^27  1  7-2718.  1476. 
son  Delbrueck  ( )  Lrgebnisse  toxikologischer  und  tera- 
tologischer  Tierversuche  mitarzneim  porsch  16:  I0.s3- 
lOss,    1466 

t,  lonidine  I  Mtlcial  prescribing  intormation  Boehnnger 
Ingelheim  GmbH.  JuK.   1474 

Conolly   ML.   Paterson  JW.   Dollerv   CT    (  auipr,  ■■   in 
Hyinrtinstnn    London.  Biitterw  ortfis.   1464    p    167 
Brianl  RH.  Reid  JL.  Dollerv  y  T    Interaction  between 
clonidine    and    desipramine    in    man      Br    Med    J 
I|s8s2l:.s22-s21.   1471 

Van  Spanning  HW  Van  /widen  PA  The  interlerence 
ol  trie \  die  antidepressants  \c  It  h  the  central  hv  potensive 
died  ol  clonidine  I  ur  J  Pharmacol  24:402-404.  1471 
Hedeland  H.  DymlmgJP  Hoklelt  B  Pharmacological 
inhibition  ol  adrenaline  secretion  lollowing  insulin  in- 
duced hv  pogKcaemia  in  man  the  died  ott  atapresan 
Ada  Pndocnnol  67  47-101.   1471 

Hansten  P  Ori/e  Inrrrtu  Ih'ii-.  Philadelphia.  Lea  c^: 
Pebiger.  147s,  pp  I  1-12 

Davidow  M.  Kakaviatos  N  Pinnertv  PA  The  an- 
tihypertensive died  s  ol  an  imidazoline  compound  i  lin 
Pharmacoll  her  8  810-816.   1467 

SmelG.  HooblerSW.  SanbarS.etal  y  linical  observa- 
tions on  a  new  antihy  pertensi  \  e  drug  2-(2.6- 
dichlorphen\laminel-2-imidazolme  hydrochloride  .Am 
Hean  J  77  471-478.   1464 

Pettmger  W  A    y  lonidine,  a  new  antihy  penensiv  e  drug 
N  Pngl  J  Med  241   1  174-1  18(1    |47s 
y  lonidine  (t  atapresl  lor  hypertension    Med  Lett  Drugs 
Ther  17:4s. 46.   147s 

Hunyor   SN      Bradstock    K      Somerville    PI      el    al. 
y  lonidine  o\erdose    Br  Med  J  4|s487i  21     I47S 
Inlormation  ol  Pile    Boehnnger  Ingdheim  GmbH 
WingLMH    Davies  DS    Reid  JL    el  al    y  lonidine  over- 
dose   Br  Med  J  4(s44.1)  4U8.   147s 

Nickerson  M.  L  oilier  B:  Drugs  inhibidng  adrenergic 
nerves  and  siriictiires  innervated  b\  them  f'luir- 
nuH  o/oei,  iilBuu^.'l  7  hi  r,iiu  „::.  i  Idiled  by  Goodman 
LS  Gilman  A  New  York  MacMilian  Publishing  L  o  . 
Inc  .   147s    p  S41 

y  lonidine  He  I  American  Hospital  I  ormularv  Service 
Washington.  D  I.  American  Socidv  ol  Hospital 
Pharmacists    I47s 

Druv  l.fp,,^  K,,l  B.'.'k  (Iradell  S  J  Medical 
I  conomics  y  ompanv .  14-6 

Lombipres  lor  hypertension.  Med  Lett  Drugs  1  her 
1778-74.   147s, 


To  the  health  otTicer  vital  statistics  are  what  the  chart  and  compass  are  to  the  manner  VV  ithout  them  he 
knows  nyit  v\  hence  he  came  nor  whither  he  goes. — FdIu  v  and  Dm  us  nt  ihc  .\  .(  .  Utiite  Board  i  if  Htalth. 
Thirteenth  Biennial  Report.  1909-1910. 


Febrlarv    1777.  NCMJ 


81 


U.S.  Health  Planning  in  Retrospect: 
An  Evolution  From  Incentives 
Toward  Increasing  Regulation 


Robert  A.  Diseker.  Dr.  P.  H. 


ABSTRACT  Since  congres- 
sional enactment  of  the  Hill-Burton 
program  in  1946,  governmental  par- 
ticipation in  health  care  has  in- 
creased because  of  political  and  so- 
cial demand.  For  20  years  efforts 
were  directed  primarily  toward  hos- 
pital construction.  In  1964,  Regional 
Medical  Programs  (RMP)  were  in- 
troduced and  Comprehensive  Health 
Planning  (CHP)  followed  the  next 
year.  During  the  early  1970s  it  was 
evident  that  these  three  programs 
had  brought  little  coordination  to  the 
health  care  system.  The  National 
Health  Planning  and  Resource  De- 
velopment Act  of  1974  is  based  upon 
principles  found  in  these  early  pro- 
grams and  extends  the  regulatory 
powers  of  government.  The  shift 
from  incentives  toward  regulation  is 
geared  toward  developing  an  ac- 
countable health  system.  To  meet  the 
intent  of  the  legislation,  it  will  be 
necessary  to  evaluate  the  effective- 
ness of  Health  Systems  Agencies  and 
to  provide  for  their  public  accounta- 
bility. 
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LEGISLATIVE  BACKGROUND 

IN  1966.  Congress  enacted  legisla- 
tion creating  the  Comprehensive 
Health  Planning  (CHP)  program. 
The  purpose  of  the  act  was  to  pro- 
mote comprehensive  planning  for 
health  services,  manpower  and 
facilities  at  every  level  of  govern- 
ment. The  law  became  known  as  the 
■partnership  for  health  act""  be- 
cause of  its  emphasis  on  "marshal- 
ling of  all  health  resources  —  na- 
tional, state  and  local  —  to  assure 
comprehensive  health  services  of 
high  quality  for  every  person.""' 

The  partnership  failed  to 
materialize.  The  legislation  lacked  a 
clear  delineation  of  purpose  and  ex- 
pected too  much  of  an  embryonic 
health  planning  technology.  The 
legislation  is.  however,  a  milestone 
in  the  federal  history  of  health  plan- 
ning because  it  marks  a  shift  in  em- 
phasis from  incentives  toward  regu- 
lation. 

Earlier  legislation  had  sought  to 
coordinate  the  development  of 
facilities  in  the  United  States 
through  incentives.  The  first  federal 
legislation  was  the  Hill-Burton  Act 
of  1946.  under  which  each  state  was 
responsible  for  analyzing  the  sup- 
ply, distribution  and  use  of  hospitals 
within  its  borders.  From  this 
analysis  a  statewide  plan  was  to  be 


created  for  the  regional  organiza- 
tion of  hospitals  and  related  health 
facilities. 

In  fact,  the  program  focused  nar- 
rowly on  hospital  construction  and 
failed  to  encourage  more  sophisti- 
cated planning  in  the  health  system. 
Between  1946  and  1966.  Hill-Burton 
funded  approximately  a  sixth  of  all 
the  general  hospital  construction  in 
the  United  States. 

In  1964.  the  DeBakey  Commis- 
sion reported  that  the  country 
needed  a  " "nationwide  network  of 
regional  centers,  local  diagnostic 
and  treatment  stations,  and  medical 
complexes  designed  to  unite  the 
worlds  of  scientific  research,  medi- 
cal education  and  medical  care.""-  A 
year  later.  Public  Law  89-239 
created  the  Regional  Medical  Pro- 
grams (RMP). 

The  concept  of  regionalization 
was  the  cornerstone  of  this  law  and 
"regional  cooperative  arrange- 
ments" were  to  be  organized  among 
medical  schools,  hospitals  and 
health  care  agencies.  Strong  link 
ages  were  to  be  established  betweeri 
differing  levels  of  care  so  that  thej' 
latest  advances  in  the  diagnosis  and 
treatment  of  major  killer  diseases 
would  be  made  available  to  pa- 
tients.^ |i 

The  idea  that  money  could  buy 
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"regional  cooperative  arrange- 
ments"" between  health  care  institu- 
tions was  sound  in  theory  but  did 
not  work  in  practice.  In  too  many 
cases  "regional  cooperative  ar- 
rangements"" were  limited  to  infor- 
mal arrangements  by  large  institu- 
tional providers  over  how  to  divide 
the  federal  spoils.  Significant  in- 
stitutional cooperation  failed  to 
materialize. 

In  1966.  the  Comprehensive 
Health  Planning  legislation  fol- 
lowed on  the  heels  of  the  fledgling 
Regional  Medical  Programs.  It 
lacked  the  monetary  incentives  of 
RMP  and  Hill-Burton  but  attempted 
to  coordinate  through  a  cooperative 
planning  structure  with  limited  reg- 
ulation. 

By  the  early  "TOs,  it  became  evi- 
dent that  the  Hill-Burton.  RMP  and 
Comprehensive  Health  Planning 
programs  had  failed  to  bring  coordi- 
nation to  the  health  system.  After 
years  of  incentives  followed  by  a 
combination  of  incentives  and  plan- 
ning, health  care  costs  continued  to 
increased  astronomically.  It  was 
only  a  matter  of  time  before  the  fed- 
eral government  would  reassess 
these  strategies. 

This  reassessment  came  within  a 
legislative  climate  that  was  the 
breeding  ground  for  legislation  to 
replace  Hill-Burton.  RMP  and 
CHP.  A  neu  president  assumed  of- 
fice under  traumatic  circumstances 
and  the  issue  of  accountability  per- 
meated every  level  of  government. 
The  administration  and  the  Con- 
gress agreed  that  the  three  existing 
programs  had  not  improved  the  ef- 
fectiveness of  the  health  care  sys- 
tem. "There  was  agreement  to  re- 
place the  multiple  planning  struc- 
tures of  the  previous  programs  with 
a  single  planning  program  involving 
both  state  and  area-uide  compo- 
nents. There  was  agreement  on  the 
need  to  sharpen  the  objectives  of 
the  new  program  and  establish 
clearer  criteria  for  accomplish- 
ment.""^ 

The  National  Health  Planning 
and  Resources  Development  Act  of 
1974  (Public  Law  93-6411  is  based 
upon  principles  found  in  the  earlier 
Hill-Burton.  RMP  and  CHP  pro- 
grams with  broader  regulatory 
powers. 


PUBLIC  LAW  93-641 

The  new  legislation  created  four 
components:  (1)  Health  Service 
Areas;  (2)  Health  Systems  Agen- 
cies; (3)  State  Health  Planning  and 
Development  Agencies;  and.  (4) 
Statewide  Coordinating  Councils. 
These  are  defined  below. 

•  HEALTH  SERVICE  AREAS 
—  defined  geographic  areas  for 
planning  and  resource  develop- 
ment. 

•  HEALTH  SYSTEMS 
AGENCIES  —  agencies  with  re- 
sponsibility for  area-wide  planning 
within  the  health  service  areas. 

•  STATE  HEALTH  PLAN- 
NING AND  DEVELOPMENT 
AGENCIES  —  a  state  agency  that 
will  integrate  the  plans  of  health  sys- 
tems agencies  into  a  state  health 
plan. 

•  STATEWIDE  COORDINAT- 
ING COUNCIL  —  reviews  budgets 
of  health  systems  agencies,  pre- 
pares a  state  health  plan  and  advises 
the  State  Agency  on  the  perfor- 
mance of  its  functions. 

Health  Service  Areas 

State  governors  designated  geo- 
graphic areas  that  they  regarded  as 
appropriate  for  effective  planning 
and  development  of  health  services. 
Specifications  for  designation  were 
established  by  the  federal  govern- 
ment and  included: 

•  A  population  of  betv\een 
?(X).(X)0  and  3  million  with  resources 
available  to  provide  all  necessary 
health  services  for  area  residents; 

•  Where  practicable,  inclusion  of 
at  least  one  center  for  provision  of 
highly  specialized  health  services; 

•  Boundaries  that  coordinate 
with  boundaries  of  Professional 
Standards  Revieu  Organizations 
and  other  existing  planning  and  ad- 
ministrative areas  to  the  maximum 
extent  feasible; 

•  Automatic  designation  of  areas 
served  by  existing  CHP  agencies  as 
the  health  service  areas  unless 
otherw  ise  determined  by  the  gover- 
nors.' 

After  areas  vvere  designated, 
applicant  agencies  from  withm  the 
areas  applied  to  HEW  for  designa- 
tion as  Health  Systems  Agencies. 
Educational  institutions  were 
eliminated  bv  law  from  considera- 


tion and  applicants  had  to  conform 
to  specified  criteria  concerning  legal 
structure,  staff,  governing  body  and 
functions.*' 

Health  Systems  Agencies 

The  Health  Systems  Agency  may 
be  either  a  private ,  nonprofit  corpo- 
ration or  a  public  entity.  Each 
agency  must  have  a  governing 
board  and  a  majority  of  membership 
must  be  considered  "consumers."" 
The  remainder  must  be  "provid- 
ers"" of  health  care.  Governing  body 
members  must  be  residents  of  the 
health  service  area  and  must  include 
public  elected  officials  as  well  as 
other  government  representatives 
who  may  be  either  consumers  or 
providers." 

In  general,  the  purpose  of  the 
Health  Systems  Agency  is  to:  im- 
prove the  health  of  the  residents  of 
the  area;  increase  the  accessibility, 
acceptability,  continuity  and  qual- 
ity of  health  services  in  the  area; 
and  restrain  cost  increases.  It  is 
further  to  prevent  unnecessary  du- 
plication of  health  resources.  Key 
funtions  of  these  agencies  include: 

•  Reviewing  and  approving  or 
disapproving  applications  for  fed- 
eral funds  for  health  programs  in  the 
health  service  areas; 

•  Assisting  states  in  the  review  of 
capital  expenditures  proposed  by 
health  care  facilities  within  their 
health  service  area; 

•  Assisting  states  in  determining 
the  need  for  new  institutional  health 
services  proposed  for  the  area; 

•  Reviewing  at  least  every  five 
years  the  appropriateness  of  exist- 
ing institutional  health  services  of- 
fered in  the  health  service  area;  and. 
annually,  recommending  to  the 
State  Agency  projects  for  the  con- 
struction, modernization  and  con- 
version of  medical  facilities  in  the 
area  and  setting  priorities  among 
these  projects.** 

Since  review  is  a  major  function 
of  Health  Systems  Agencies, 
criteria  for  revieu  are  of  concern. 
Guidelines  for  HSA  review  criteria 
have  recently  appeared  in  the  Fed- 
eral Register  and  require  Health 
Systems  Agencies  to  consider: 

•  The  relationship  of  proposed 
services  to  the  health  systems  plan; 

•  The  relationship  of  the  pro- 
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posed  services  to  the  long-range  de- 
velopment plans  (if  any)  of  the  pro- 
poser; 

•  The  need  that  the  population 
has  for  the  service; 

•  The  availability  of  alternative, 
less  costly,  or  more  effective 
methods  for  providing  the  service; 

•  The  immediate  and  long-term 
financial  feasibility  of  the  proposal; 

•  Needs  of  entities  such  as  pro- 
fessional schools,  multispecialty 
clinics,  health  maintenance  organi- 
zations and  biomedical  and  be- 
havioral research  projects  in  the 
area; 

•  Costs  and  methods  of  con- 
struction (if  required); 

•  Probable  impact  on  costs  of 
services. 

For  inpatient  facilities,  an  HSA 
must  dcKument  its  findings  concern- 
ing the  appropriateness  of  use  of 
existing  services,  the  appropriate- 
ness of  alternatives  and  possible  al- 
ternatives to  construction.  Before 
approving  the  proposal,  an  HSA 
must  certify  "that  patients  will  ex- 
perience serious  problems  in  obtain- 
ing inpatient  care  of  the  type  pro- 
posed" if  the  proposed  service  is 
disallowed." 

DISCUSSION 

Controlling  the  growth  of  institu- 
tional health  services  is  an  obvious 
aim  of  the  new  legislation.  The  legis- 
lation specifically  seeks  to  halt 
growth  of  inpatient  facilities  in  areas 
judged  to  have  sufficient  beds.  It 
will  restrict  the  increase  in  hospital 
beds  in  other  geographic  areas, 
while  stimulating  alternatives  to 
hospitalization.  In  doing  so,  the 
legislation  attempts  to  regulate  the 
growth  of  the  U,S.  health  system  to 
a  degree  unprecedented  in  our  his- 
tory. 

To  accomplish  this  end,  the  legis- 
lation creates  an  organizational 
process  that  will  oversee  the  de- 
velopment of  the  system.  In  the  best 
of  all  possible  worlds,  providers. 


consumers  and  elected  officials 
would  come  together  to  analyze, 
review  and  plan  for  the  orderly 
growth  of  a  community  health  sys- 
tem. Review  standards  would  be 
based  in  reality  and  would  be  flexi- 
ble enough  to  incorporate  regional 
variations.  A  capable  staff  would 
provide  the  technical  expertise 
necessary  to  support  the  planning 
process.  Factors  such  as  institu- 
tional prestige,  professional  egos 
and  administrative  autonomy  would 
play  only  limited  roles  in  the  equa- 
tion. Growth  of  the  planning-regula- 
tory  bureaucracy  would  be  con- 
trolled and  predictable.  The  effec- 
tiveness of  planning  decisions 
would  be  both  visible  and  measura- 
ble. 

We  have  yet  to  reach  this  millen- 
nium. The  gap  between  legislative 
intent  and  what  technology  can  de- 
liver is  both  real  and  broad.  Our  im- 
perfect knowledge  of  cause  and  ef- 
fect in  the  health  system  often  re- 
sults in  standards  that  are  unrealis- 
tic. Institutional  prestige,  egos  and 
an  unstated  quest  for  autonomy  fre- 
quently dominate  the  planning  pro- 
cess. Bureaucracy  usually  tends  to 
grow  and  the  legislation  assumes 
that  we  know  more  than  we  do 
about  health  planning  technology. 

With  these  shortcomings,  it  is  im- 
perative to  monitor  the  effective- 
ness of  Health  Systems  Agencies. 
There  must  be  a  systematic  assess- 
ment of  health  planning  methods 
and  their  effectiveness.  In  brief. 
Health  Systems  Agencies  must  be 
accountable. 

Accountability,  after  all,  repre- 
sents but  a  means  toward  the  end  of 
improving  the  health  system.  Given 
the  tendency  of  bureaucracy  to 
grow,  accountability  could  become 
an  end  of  itself  and  dictum  after  dic- 
tum could  cloak  its  true  purpose. 
Scarce  health  care  resources  would 
then  be  channeled  away  from  ser- 
vices into  the  support  of  a  bureauc- 
racv.   Pursuit  of  accountabilitv 


could  have  these  consequences  un- 
less HSAs  themselves  are  held  ac- 
countable. 

Where  Health  Systems  Agencies 
are  public  entities,  accountability  is 
theoretically  possible  through  the 
ballot  box.  Where  Health  Systems 
Agencies  are  private,  nonprofit 
corporations,  there  is  no  formal  line 
of  accountability.  Such  organiza- 
tions will  have  considerable  author- 
ity over  decisions  about  public  tax 
monies  but  will  themselves  not  be 
publicly  accountable.  This  situa- 
tion will  inevitably  have  to  be  re- 
solved in  the  courts. 

The  scope  of  the  law  is  demand- 
ing of  providers.  Considerable 
energy  and  resources  will  be  di- 
verted from  the  health  system  into 
the  delivery  of  accountability  be- 
fore a  measure  of  equilibrium  is 
reached. 

The  danger  is  that  many  provid- 
ers will  sit  on  the  sidelines  hoping 
the  Health  Systems  Agencies  will 
fail.  By  not  participating  in  the  pro- 
cess, providers  will  lose  an  oppor- 
tunity to  influence  the  development 
of  the  health  system  and  to  enhance 
the  accountability  of  the  planning 
machinery. 

Whether  Health  Systems  Agen- 
cies falter  or  thrive,  we  have  wit- 
nessed the  end  of  an  era.  Govern- 
mental incentives  have  failed  to 
bring  coordination  to  the  health  sys- 
tem and  the  legislative  pendulum  is 
moving  toward  increased  account- 
ability. Regulation  is  superseding 
incentives  as  an  instrument  for 
changing  the  system. 
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stalking  the  Wild  Influenza 


Richard  E.  Cvtowic 


li  ABSTRACT  Since  the  11th  Cen- 
tury something  like  modern  in- 
fluenza has  been  recognized  in  both 

i     sporadic  and  epidemic  incidence. 

e     Called  catarrh,  flux,  "new  ague,"  la 

i:  grippe,  and  even  "the  la  grippe"  be- 
fore influenza  became  generally  ac- 
cepted, it  remained  for  the  pan- 
demics of  1889-1890  and  1918  to  con- 
fer on  the  ailment  the  fear  and 
trembling  that  provoked  the  gov- 

•  emmental  response  to  swine  flu  in 
1976.  By  1933,  its  viral  etiology  had 
been  recognized  and  its  general 
pathology  well-defined  and  in  1940, 
its  primary  lesion  —  destruction  of 
respiratory  epithelium  —  confirmed. 
Periodicity  of  the  process  was  clearly 
demonstrated  by  1946,  setting  the 
stage  for  efforts  at  prevention  and 
forcing  physicians  to  be  prophetic  if 
uncertain  in  anticipating  which 
strain  of  virus  will  be  active  when 
and  where. 


WHY  should  anyone  get  terribly 
excited  about  influenza?  After 
two  days  of  misery  and  a  lingering 
lassitude,  the  "jolly  rant"  has  run 
its  course,  imparting  no  apparent 
harm.  The  puckishness  of  in- 
,  fluenza.  suddenly  here  and  gone 


Bowman  Gray  School  of  Medicine 
Wmslon-Salem.  North  Carohna  27103 


just  as  quickly  with  little  acknowl- 
edgment of  its  whereabouts  be- 
tween appearances,  only  adds  to  its 
intrigue.  Moreover,  influenza's  his- 
tory reflects  its  peevish  personality: 
our  promenades  through  the  early 
epidemics  of  vague  respiratory 
maladies,  frontier  laboratories  in- 
tent on  finding  the  culpable  mi- 
crobe, society  journals  and  eminent 
scientists'  diaries  and  even  (of  all 
places)  the  kennels  at  Mill  Hill.  En- 
gland, will  illustrate  why  influenza 
successfully  remained  incognito  for 
so  many  years.  The  blame  is  mostly 
ours,  though,  for  looking  for  the 
wrong  needle  in  the  wrong  hay- 
stack. 

Influenza's  resurgence  in  the 
news  stemmed  from  medical  ex- 
perts" warning  of  a  particularly  se- 
vere epidemic  this  winter.  Our 
many  years'  experience  and  suc- 
cess with  antibiotics  may  inculcate 
a  false  sense  of  security  in  Ameri- 
cans, but  a  backward  glance  at  pre- 
vious epidemics  and  their  sequelae 
—  medical,  social  and  financial  — 
makes  it  apparent  that  influenza  can 
still  be  a  fatal  and  fearsome  villain. 

Comparisons  with  the  great  in- 
fluenza epidemic  of  1918  and  that 
expected  this  winter  were  inevi- 
table, since  the  strain  believed  re- 
sponsible for  the  great  epidemic  has 
re-emerged  to  cause  last  fall's  out- 


break among  Army  recruits  at  Fort 
Dix.  New  Jersey.'  The  "new"  virus 
is  perhaps  a  hybrid  of  a  former  flu 
virus  known  to  infect  humans  and 
that  influenza  virus  which  causes 
the  disease  in  pigs.  The  presence  of 
swine  surface  antigens  makes  it  vir- 
ulent to  those  who  lack  antibodies 
to  swine  virus.  Almost  80*7  of  the 
people  exposed  during  the  1918 
epidemic  have  antibodies,  while 
only  257c  of  those  born  after  1925 
do,-  The  anxiety  that  epidemiolo- 
gists projected  was  that  the  majority 
of  Americans  are  immunologically 
naked  to  an  influenza  epidemic. 

The  1918  epidemic  did  not  cause 
merely  a  week's  inconvenience,  but 
turned  victims  ashen,  drowned 
them  in  their  own  secretions  and  in- 
spired such  names  as  "the  purple 
death."  Two  hundred  million  cases 
resulted  in  20  million  deaths  — 
500,000  in  the  United  States  alone. 
While  the  economic  loss  was  in  the 
millions  even  then,  no  one  can  as- 
sess the  magnitude  of  personal  and 
social  suffering.  One  public  health 
official  estimated  that  the  Asian  flu 
of  1962  and  the  Hong  Kong  flu  of 
1968  each  cost  the  American  public 
in  excess  of  $3  billion.'  It  is  incum- 
bent upon  us,  therefore,  for 
economic  as  well  as  scientific 
reasons,  to  at  least  temper  the  viru- 
lence of  influenza,  the  world's  only 
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remaining  epidemic  disease.  "Kill- 
er diseases"  dreaded  only  a  decade 
or  two  ago  —  measles,  poliomye- 
litis, smallpox  —  have  either  been 
brought  under  control  or  eradi- 
cated/ The  hope  for  eliminating  in- 
fluenza lies  in  careful  worldwide 
surveillance  and  intelligent  use  of 
vaccines  for  prophylaxis  until 
eradication  is  achieved.  Moreover, 
data  from  past  epidemics  helps 
forecast  both  the  time  and  antigenic 
strain  of  future  epidemics. 

Just  how  old  is  this  disease  we  call 
influenza  and  how  did  it  get  its 
name?  Historians  such  as  Hirsch,  in 
Handbook  of  Geographical  and 
Historical  Pathology.''  and  Creigh- 
ton,  in  his  History  of  Epidemics  in 
Britain.'^  document  early  epidemics 
of  respiratory  disease  going  back  to 
the  11th  Century,  and  given  the 
rapid  and  extensive  spread  of  a  dis- 
ease characterized  by  a  short 
course,  minimal  fever  and  prostra- 
tion far  in  excess  of  catarrhal 
symptoms,  it  is  likely  that  many  of 
these  epidemics  and  pandemics 
were  in  fact  influenza. 

The  term  ■" influenza""  did  not  al- 
ways signify  the  specific  disease 
that  it  does  today.  Leichtenstem 
viewed  the  word  as  an  outgrowth  of 
the  Italian  influenza  difreddo  —  the 
influence  of  cold."  This  derivation 
of  the  Latin  influxio.  meaning 
catarrh,  may  be  an  outgrowth  of  the 
humoral  pathology,  but  "influ- 
ence," however,  has  more  often 
been  used  in  reference  to  sidereal 
compellation  of  human  activities 
than  to  natural  phenomena.  The 
Parisian  Comte  de  Mezeray"  writes 
about  the 

violent  and  extensive  catarrhal  fever 
in  1510.  of  that  kind  which  the  Italians 
call  influenza,  thus  recognizing  an  in- 
scrutable influence  which  affects 
numberless  persons  at  the  same  time. 
.  .  .  The  physicians  shortened  life  not 
a  little  by  their  purgative  treatment 
and  phlebotomy,  seeking  an  excuse 
for  their  ignorance  in  the  influence  of 
the  constellations,  and  alleging  that 
astral  diseases  were  beyond  the  reach 
of  human  art. 

At  the  turn  of  the  17th  Century, 
"influenza""  designated  only  a  gen- 
eral "flux""  or  fever;  thus  we  can 
read  Dr.  Molyneaux"s  account  of 
1694  in  \\\Q  Annals  of  Influenza''  that 
"so  general  did  this  influenza  rage 
that  few  or  none  escaped."  The 
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term  was  vogue  in  the  New  World, 
too,  for  in  1699  Samuel  Maverick 
wrote  that  "the  tlux,  agues,  and 
fevers,  have  much  rained  in  both 
cittie  and  country  .  .  .  especially 
about  Boston,  where  have  dyed 
verry  many."'" 

In  1712.  Britains  introduced  the 
term  "new  Ague,"'  bom  of  the  Old 
French  fl,?//,  meaning  a  sharp  or  vio- 
lent chill.  The  French,  however, 
preferred  to  call  influenza /«  grippe. 
which  suggests  a  sudden  fantasy  or 
caprice  (prendre  en  grippe  means  to 
turn  against  someone),  while  the 
Germans  dubbed  it  galanteriekran- 
kheit  —  all  of  which  imply  ""the  dis- 
ease in  vogue.""  Recall  that  this  was 
the  Age  of  Manners  and  that  it 
wouldn"t  do  for  the  elite  to  have  a 
disease  out  of  fashion;  influenza,  in 
its  many  aliases,  was  apropos  of  a 
sometimes  mild  disease  that  was  not 
as  esthetically  repugnant  as  the  then 
common  cholera,  pox  and  gout.  The 
term  la  grippe  lasted  well  into  the 
20th  Century  in  this  country.   In 
fact,  American  soldiers  fighting  in 
France  during  World  War  I  referred 
to  epidemic  influenza  as  "The  La 
Grippe""  —  redundant  but  effective. 
Boston's  Noah  Webster,  in  his 
History  of  Epidemic  and  Pestilen- 
tial Diseases  Etc..''  recounts  the  in- 
fluenza of  1647:   "This  year  ap- 
peared an  epidemic  catarrh  in 
America,  and  the  first  of  which  we 
have  any  account."  It  began  in  the 
Massachusetts  Bay  Colony,  swept 
the  remaining  country  (mainly  the 
Northeast  then)  and  continued  to 
the  West  Indies,  which  were  French 
colonies  at  the  time. 

By  the  end  of  the  18th  Century, 
the  term  "influenza""  had  become 
both  popular  and  vague.  Most  out- 
breaks were  not  severe  enough  to 
have  such  highly  characteristic 
symptoms  as  did  the  pandemic  of 
1918.  and  many  cases  of  influenza, 
the  common  cold  and  other  re- 
spiratory infections  were  probably 
lumped  under  the  term  ■"in- 
fluenza."" Little  wonder  that  early 
physicians  fared  poorly  in  effecting 
a  cure;  since  they  were  ignorant  of 
"real"  influenza's  existence,  one 
should  not  be  too  critical  of  their 
invoking  celestial  culpability. 

It  was  perhaps  Parkes'-  in  1870 
who  first  "sensed"  that  influenza 


was  not  merely  a  catchall  catarrhal 
malady  but  a  distinct,  highly  charac- 
teristic disorder: 

The  symptoms  of  influenza  are  com- 
pounded of  two  conditions  —  a  gen- 
eral fever  of  determinate  duration  and 
a  marked  and  evidently  specific  affec- 
tion of  the  mucous  membrane  of  the 
nose,  mouth,  throat  and  respiratory 
tract,  which  has  also  a  determinate 
course.  .  .  .  (Symptoms]  last  four  or 
five  days  usually  —  sometimes  they 
continue  ten  or  twelve  days  but  this  is 
generally  when  pneumonic  complica- 
tion supervenes. 

While  Parkes  and  others  labored 
to  define  the  enemy,  Pfeiffer'^ 
sought  its  etiology  in  1 892  and  began 
the  bacterial  vs.  viral  battle,  which 
lasted  41  years.  Pfeiffer's  original 
paper  reports  on  31  cases,  six  with 
autopsy ,  from  the  great  pandemic  of 
1889-1890.  In  all  cases  he  found 
gram  negative  rods,  sometimes  in 
great  numbers  and  uncontaminated 
by  other  organisms .  This  ' '  influenza 
bacillus"'  (now  known  as 
Haemophilus  influenzae)  acquired 
Pfeiffer's  name,  and  while  we  now 
know  it  as  a  frequent  complication 
and  not  the  cause  of  influenza,  it  is 
easy  to  see  why  Pfeiffer's  bacillus 
was  widely  accepted  as  the  etiologic 
agent  until  the  pandemic  of  1918. 

Pfeiffer  was  head  of  the  research 
department  of  the  prestigious  Berlin 
Institute  for  Infectious  Diseases, 
and  his  integrity  and  unquestioned 
reputation  were  based  on  previous 
research  in  cholera  and  typhoid 
fever.  He  was  a  colleague  of  Koch, 
Fliigge  and  KoUe.  If  one  had  any 
faith  in  scientific  method,  Pfeiffer"s 
error  had  to  be  believed;  it  certainly 
won  the  accolade  of  Hans  Zinsser, 
who  wrote  in  the  1919  edition  of  his  I 
Textbook  of  Bacteriology  that  "the 
relationship  between  the  clinical 
disease  known  as  influenza  or 
grippe  and  the  Pfeiffer  bacillus  has  i 
been  definitely  established  by 
numerous  investigations.""'^  (Par- 
enthetically. Pfeiffer  never  fulfilled 
Koch"s  third  postulate  that  a  pure 
culture  must  cause  a  disease  in 
healthy  animals  identical  to  the 
naturally  occurring  one.) 

Bloomfield  and  Harrop'"'  con- 
tributed to  the  semiology  of  influ- 
enza by  studying  the  clinical  symp- 
toms in  young  people  during  the 
great  pandemic  of  1918.  They  de- 
lineated a  disease  of  highly  fixed 
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characteristics,  emphasizing  the 
sudden  onset  with  constitutional 
symptoms  of  headache,  myalgia 
and  prostration:  facial  flushing:  typ- 
ical palatine  eruptions:  diffuse  re- 
spiratory tract  inflammation:  fever 
of  definite  duration:  leukopenia  and 
a  high  incidence  of  superimposed 
bacterial  pulmonary  infection. 
Many  investigators  doubted  that 
Pfeiffer's  bacillus,  normally  sap- 
rophytic, could  suddenly  attain 
worldwide  virulence.  Many  viewed 
it  as  a  pathogen  in  search  of  a  dis- 
ease. As  the  October  5,  1918,  issue 
oftheJournal  of  the  American  Med- 
ical Association  summarized,  "'the 
'influence'  of  influenza  is  still  veiled 
in  mystery."""* 

Lord,  Scott  and  Nye.''  reporting 
from  the  Massachusetts  General 
Hospital  in  1919.  illustrated  that  in 
Boston  and  elsewhere  there  were 
cases  of  influenza  in  which  Pfeif- 
fer"s  bacillus  could  not  be  isolated 
and  others  in  which  the  staphylo- 
coccus and  pneumococcus  pre- 
dominated, yet  associated  with  the 
same  clinical  picture.  They  pre- 
sented a  clear-cut  argument  against 
the  influenza  bacillus: 

During  the  interepidemic  period, 
however,  those  cases  which  shov\  in- 
fluenza bacilli  as  a  practically  pure  in- 
fection present  no  clinical  or  patholog- 
ical differences  from  respiratory  in- 
fections in  which  other  organisms 
predominate  and  in  which  influenza 
bacilli  cannot  he  found.  .  .  .  [The 
bacillus]  IS  a  common  mvader  of  the 
normal  respiratory  tract  and  may  be 
found  in  a  considerable  proportion  of 
cases  with  pulmonary  tuberculosis 
and  the  contagious  diseases  of  child- 
hood. There  seems  to  be  no  justifica- 
tion for  the  belief  that  the  epidemic 
was  due  to  the  influenza  bacillus, 
which  is  probably  a  secondary  invader 
and  bears  about  the  same  relation  to 
the  influenza  cases  as  to  respiratory 
infections  of  a  different  sort. 

In  1920,  only  one  year  later,  how- 
ever, Blake  and  Cecil''*  repeated 
Pfeiffer's  experiments  of  1893.  in 
which  he  inoculated  the  pharynx  of 
monkeys  with  cultures  of  Bacillus 
influenzae.  They  interpreted  their 
experiment  much  less  critically  than 
did  Pfeiffer  and  concluded  that  they 
had  produced  an  experimental  dis- 
ease identical  to  influenza  in  man. 
"It  seems  reasonable  to  infer  that  B. 
influenzae  is  the  specific  cause  of 
influenza.""  Clearly,  the  end  of  this 


controversy  was  not  in  sight. 

With  so  much  energy  devoted  to 
influenza,  one  could  reasonably  ex- 
pect a  number  of  serendipitous 
achievements,  some  more  notable 
than  others,  such  as  Fleming's  dis- 
covery of  penicillin.  Pure  cultures 
of  Pfeiffer"s  bacillus  were  notori- 
ously difficult  to  grow,  and  Fleming 
sought  a  way  to  inhibit  their  con- 
tamination by  common  cocci,  a 
problem  solved  by  that  famous  un- 
invited penicilliiim  colony  which 
killed  the  cocci,  leaving  Pfeiffer's 
bacillus  sole  heir  to  a  bountiful  agar. 
After  showing  penicillin"s  useful- 
ness in  isolating  the  bacillus.  Flem- 
ing suggested  that  the  mold  "maybe 
an  efficient  antiseptic  for  applica- 
tion to  or  injection  into  areas  in- 
fected with  penicillin-sensitive  mi- 
crobes.""''' On  the  less  memorable 
side  of  ancillary  achievements,  in- 
fluenza was  immortalized  in  these 
meanderings  of  an  anonymous  Il- 
linois medico:'-" 

'?Flu? 

If  we  but  knew 

The  cause  of  Flu 

And  whence  it  comes  and  what  to 

do, 

1  think  that  you 

And  we  folks,  too. 

Would  hardly  get  in  such  a  stew. 

Do  you'? 

In  pathology.  MacCallum-'  was 
the  earliest  to  recognize,  albeit 
vaguely,  two  separate  lesions  in  pa- 
tients who  died  of  pneumonia  after 
influenza  infections.  He  vividly  de- 
scribed the  changes  now  recognized 
as  interstitial  viral  pneumonitis: 

The  wall  of  the  bronchus  is  greatly 
thickened  by  infiltration  of  mononu- 
clear cells  with  a  few  leukocytes,  and 
by  the  new  formation  of  connective 
tissue  cells.  The  alveoli  contain  an 
exudate  .  .  .  which  is  often  predomi- 
nantly composed  of  desquamated 
epithelial  cells  and  dense  fibrin.  In  this 
exudate  it  is  rarely  possible  to  find 
influenza  bacilli.  .  .  .  The  sharp  con- 
trast between  this  form  and  those  pro- 
duced by  the  pneumococcus  and 
streptococcus  is  very  evident. 

MacCallum  did  not  fully  ap- 
preciate the  significance  of  the  in- 
terstitial pneumonitis  he  so  aptly 
described,  yet  concluded  that  he 
saw  no  difference  in  the  pathologi- 
cal changes  produced  by  Pfeiffer"s 
bacillus  and  the  pyogenic  cocci: 


But  now  that  it  appears  the  strep- 
tococci and  influenza  bacilli  may  in 
precisely  similar  w  ays  be  governed,  as 
regards  the  character  of  the  lesions 
they  produce  ...  it  seems  unneces- 
sary to  ascribe  one  type  of  lesion  to 
the  streptococcus  and  another  to  the 
influenza  bacillus. 

During  the  next  few  years, 
various  investigators  conducted 
rudimentary  experiments  in  the 
transmission  of  influenza  between 
human  volunteers.  Most  results  are 
equivocal  because  of  the  vague 
identity  of  both  the  donor  disease 
and  the  recipient  infection.  The 
drastic  experiments  of  Rosenau-'- 
deserve  mention  because  their  un- 
orthodox methodology  contrasts  so 
sharply  to  the  rigid  ethical  restraints 
in  human  experimentation  today. 
Rosenau's  volunteers  had  their 
throats  swabbed  with  the  secretions 
of.  breathed  muzzle-to-muzzle 
with,  were  coughed  upon  by  and 
sustained  intimate  contact  with 
multiple  hospitalized  influenza  vic- 
tims —  but  not  one  of  his  volunteers 
contracted  influenza! 

The  idea  of  viral  diseases  was 
emerging  in  1914  as  Kruse  swabbed 
the  filtered  secretions  of  common 
cold  sufferers  into  the  noses  of 
healthy  subjects,  thereby  transmit- 
ting the  cold  to  the  volunteers.  Two 
years  later,  at  a  Boston  symposium 
of  flu  and  pneumonia.  Rosenau 
suggested  that  influenza  might  be 
caused  by  a  virus  that  could  pass  a 
bacteriologic  filter  ""in  accordance 
with  the  work  of  Krause  [sic]  of 
Vienna.""'-^  Scattered  reports  of  a 
virus-like  organism  as  the  etiologic 
agent  of  influenza  were  announced 
from  various  parts,  but  most  left 
much  to  be  desired  in  terms  of  con- 
trols, positive  identification  of  the 
disease  produced,  lack  of  confirma- 
tion of  preliminary  findings  by  sub- 
sequent investigators  and  the  dif- 
ficulties in  propagating  the  "virus" 
in  artificial  media. 

In  1921,  the  BriUsh  Medical  Re- 
search Council  decided  that  the 
study  of  canine  distemper  would  en- 
lighten us  about  the  analogous  dis- 
ease of  human  influenza.  The 
economic  blight  that  canine  dis- 
temper caused  for  fox  hunters  and 
dog  lovers  prompted  their  contribu- 
tion of  £37,000  to  the  project,  more 
than  twice  the  amount  allocated  by 
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the  government.  The  search  for  the 
distemper  microbe  was  undertaken 
at  the  National  Institute  for  Medical 
Research  Farm  Laboratories  at  Mill 
Hill,  England.  The  kennels  and 
laboratories  were  models  of  aseptic 
technique  and  painstaking  effort 
paid  off  handsomely  when  Dunkin 
and  Laidlaw  isolated  the  virus  in 
1926.  After  field  testing  by  numer- 
ous kennel  clubs,  an  effective 
canine  distemper  vaccine  was 
commercially  available  by  1929.-^ 

The  knowledge  gleaned  at  Mill 
Hill  was  put  to  good  use.  and  the 
first  convincing  evidence  for  a  viral 
etiology  of  influenza  came  from 
Smith  and  co-workers.-''  Their  first 
attempts  at  infecting  lab  animals 
with  throat  washings  from  victims 
of  the  1933  British  epidemic  were 
unsuccessful,  but  since  the  Old 
World  ferret,  that  toothsome  cousin 
of  the  weasel,  proved  superior  to 
dogs  in  contracting  canine  dis- 
temper. Smith  suspected  that  fer- 
rets might  be  conveniently  suscep- 
tible to  influenza.  He  was  right. 

Work  was  immediately  trans- 
ferred to  the  rigid  environment  of 
Mill  Hill,  where  their  well-designed 
experiments  led  them  to  conclude: 
The  infectlvity  of  the  fihrate,  coupled 
with  the  fact  that  we  failed  to  grow 
anything  from  the  filtrate  —  has  con- 
vinced us  that  we  are  deahng  with  a 
true  virus  disease. 

Their  discovery  of  neutralizing 
antibodies  was  serendipitous:  fer- 
rets that  recovered  were  immune  to 
subsequent  infections  and  the 
serum  from  these  convalescent 
weasels  neutralized  cultures  of  the 
virus. 

Research  in  the  immunity  and 
transmissability  of  the  now-proven 
influenza  virus  was  prominent  dur- 
ing the  next  few  years.  Another 
milestone  was  reached  in  1935, 
when  Smith^"  described  the  method 
of  chick  egg  inoculation.  But  it  was 
Burnet,'-'  five  years  later,  who  de- 
scribed the  pathological  findings  in 
the  recovered  embryos:  namely,  the 
destruction  of  the  respiratory 
epithelium  as  the  primary  lesion. 
Up  to  this  point,  investigators  of  in- 
fluenza, unbeknownst  to  them,  had 
been  working  only  with  influenza  A, 
then  called  strain  PRh.  n  1940,  sev- 
eral virologists-"  reported  that  con- 
valescent sera  from  patients  suffer- 


ing from  what  clearly  was  influenza 
contained  no  neutralizing  an- 
tibodies. Francis'-''  was  able  to  pro- 
duce experimental  influenza  in  fer- 
rets with  inoculum  obtained  from 
victims  of  a  New  York  outbreak, 
but  this  particular  influenza  virus, 
subjected  to  the  current  immunolog- 
ical armamentarium,  defied  iden- 
tification as  the  previously  isolated 
influenza  A  strain.  In  true  scientific 
form,  Francis  simply  dubbed  this 
virus  influenza  "B""  and  was  later 
able  to  differentiate  A  from  B  by 
complement  fixation.  Shortly 
thereafter,  numerous  papers 
spewed  forth  reports  or  speculation 
about  other  immunological  types  of 
influenza.  Research  into  the  subtle 
nuances  of  antigenic  relationships 
among  various  strains  of  the  virus 
continues  even  today. 

Perhaps  the  milestone  of  "clas- 
sic" influenza  research  with  the 
greatest  clinical  importance  is  the 
report  of  the  Commission  on  Acute 
Respiratory  Disease  from  Fort 
Bragg,  North  Carolina,  in  1946.''" 
This  group's  work  forms  a  cor- 
nerstone of  modern  epidemiology 
as  well,  for  it  examined  data  from  16 
epidemics  between  1920  and  1944 
and  derived  a  model  for  the 
periodicity  of  influenza  epidemics 
in  the  United  States.  Their  conclu- 
sion that  influenza  A  occurs  in  cy- 
cles of  two  to  three  years  and  B  in 
cycles  of  four  to  six  years  remains 
valid  and  has  been  an  important  tool 
in  forecasting  epidemics. 

Lastly,  the  history  of  vaccination 
against  influenza  should  be  men- 
tioned. Duringthe  epidemic  of  1918. 
the  "vaccines"  consisted  of  con- 
centrated, killed  organisms  cultured 
on  artificial  media.  The  Report  of  a 
Special  Committee  of  the  Public 
Health  Association  acknowledged 
that  vaccines  had  to  be  used  on  the 
chance  that  they  bore  some  relation 
to  the  unknown  organisms  of  in- 
fluenza, adding  that  there  were  no 
grounds  that  the  vaccines  were  at  all 
efficacious.^'  Even  in  the  1940s, 
vaccines  produced  in  embryonated 
eggs  did  not  impart  much  immunity, 
mainly  because  they  were  not  po- 
tent enough  to  elicit  adequate  anti- 
body titres  and  because  the  strains 
of  vaccine  were  not  sufficiently 
similar  to  those  causing  epidemics. 


and  so  failed  to  inveigle  the  in- 
fluenza. ^'- 

During  1946  to  19?3,  Francis, 
Salk.  Horsfall  and  others'*-  de- 
veloped procedures  to  concentrate 
and  inactivate  influenza  A  and  B 
vaccines,  select  and  propagate  de- 
sired strains  and  amplify  vaccine 
immunity  with  adjuvants.  Their 
fruitful  work  led  to  the  modern 
science  of  specific  strain  vaccine 
manufacture,  our  main  weapon  in 
influenza  prophylaxis. 

It  is  not  the  purpose  of  this  article 
to  outline  the  data  and  trends  of 
modem  influenza  virology.  Rather, 
it  has  chronologically  presented  the 
base  of  data  upon  which  that  mod- 
em science  rests,  tracing  the  trail, 
as  it  were,  that  "frontier  scientists" 
followed  in  their  effort  to  combat 
what  for  many  centuries  was  an  un- 
known and  mysterious  disease,  and 
showing  how  such  slow,  painstak- 
ing and  methodical  work  may  ulti- 
mately eradicate  this  last  deadly, 
epidemic  enemy. 
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.  .  .  had  you  ever  pictured  the  spectacle  of  your  young  lady  teacher  .  .  .  having  to  lay  down  her  copy  of 
"Evangeline  '  and  wander  around  in  the  rain  for  half  a  mile  seeking  a  gallberry  bush  or  a  high  rock  in 
order  to  answer  a  call  of  Nature?  That  is  exactly  the  state  of  affairs  in  more  than  75  percent  of  the  pubhc 
schools  in  North  Carolina  outside  the  towns  and  villages. — G.  M.  Cooper:  Libraries  and  Privies.  The 
Healtli  Bullelm.  Deeemher  1918. 
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Editorials 


MEATWRAPPERS'  SYNDROME 

Many  new,  often  incompletely  tested  chemicals  are 
released  into  the  environment  annually.  Some  of  the 
consequences  to  human  health  are  recognized  with 
surprise  months,  even  years,  after  these  agents  have 
been  introduced  and  incorporated  into  a  variety  of 
products.  The  hardest  hit  may  be  those  who  work  in 
factories  or  who  use  the  products  regularly  in  their 
occupations.  Thus,  physicians  must  be  alert  to  recog- 
nize symptoms  of  toxicity  arising  from  hitherto  un- 
suspected sources.  For  example,  in  1973,  Sokol  et  al' 
observed  three  patients  who  developed  severe  re- 
spiratory problems  shortly  after  plastic  film  wrap  was 
introduced.  All  had  been  meatwrappers  for  a  number 
of  years  before  their  respiratory  difficulties. 
Symptoms  occurred  only  after  they  had  been  exposed 
to  polyvinyl  chloride  (PVC)  fumes  produced  by  cut- 
ting and  sealing  the  wrap.  More  recently,  Andrasch  et 
aF  have  pointed  out  that  exertional  dyspnea,  wheez- 
ing, chest  pain  and  persistent  cough,  frequently  pre- 
ceded by  viral  respiratory  infections  of  some  severity, 
occur.  Smokers  seem  more  vulnerable  than  non- 
smokers  and  symptoms  tend  to  improve  rather 
dramatically  over  weekends  and  holidays,  only  to 
recur  when  patients  return  to  work.  They  challenged 
1 1  meatwrappers  to  PVC  soft  wrap  fumes  for  three 
hours.  Rhinorrhea,  itching  of  the  eyes  and  sneezing 
were  noted  immediately  in  seven  of  1 1  subjects.  Five 
complained  of  sore  throat  and  chest  tightness:  four  of 
dyspnea,  wheezing  and  exhaustion.  Two  experienced 
chest  soreness  and  challenge  had  to  be  discontinued  in 
one  patient  after  90  minutes  because  of  severe 
asthmatic  symptoms.  They  also  exposed  13  workers 
to  fumes  emitted  during  label  fixing  by  heating;  nine 
developed  immediate  severe  bronchospasm,  eight 
choking  and  cough,  and  five  exhibited  cyanosis, 
sweating,  dizziness  and  tachycardia.  Four  suffered 
from  nervousness  and  burning  of  the  face,  nose  and 
throat,  three  complained  of  headache,  myalgia  and 
nausea  while  others  exhibited  rhinorrhea  and  vomit- 
ing. The  mean  values  of  forced  expiratory  volume 
flow  rate  (FEV)  and  the  forced  vital  capacity  (FVC) 
decreased  49  and  40%  respectively  from  control  val- 
ues. 

While  only  a  small  number  of  those  challenged  in 
studies  simulating  working  conditions  had  dem- 
onstrated a  reduction  in  ventilatory  capacity,  many 
exposed  to  fumes  gem  rated  during  labeling  reacted 
adversely.  Apparently  fumes  from  both  the  PVC  wrap 
and  from  the  adhesive  are  produced  when  heat  is  used 


for  sealing  and  labeling.  Manual  operation  of  wrapping 
machinery  and  high  temperatures  permit  more  fumes 
to  be  released  than  does  fully  automated  machinery 
operating  at  lower  temperatures.  Just  which  compo- 
nents of  the  PVC  wrap  and  the  adhesive  of  the  labels 
are  responsible  for  symptoms  is  unclear  but  the  au- 
thors suggest  that  hypersensitivity,  especially  to  the 
adhesive,  may  play  a  role. 

More  recently  Andrasch  and  Bardana''  have 
suggested  that  since  irreversible  airway  disease  might 
develop  from  continued  exposure  to  fumes,  meat- 
wrappers,  especially  those  who  smoke,  be  examined 
regularly  so  that  early  symptoms  of  the  syndrome  can 
be  detected  and  appropriate  treatment  instituted. 
They  further  recommend  that  manually  operated 
machinery  be  replaced  as  quickly  as  possible  by  fully 
automated  equipment. 

Now  that  we  in  the  medical  community  of  North 
Carolina  have  been  alerted  to  this  problem,  we  should 
take  steps  to  determine  its  magnitude  here.  If  we  find 
cause,  we  should  support  protective  measures  for 
those  potentially  at  risk  and  urge  appropriate  treat- 
ment for  those  who  have  developed  lung  disease  be- 
cause of  exposure. 

Claude  A.  Frazier,  M.D. 
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COMMUNICATIONS 

At  the  September  meeting  of  the  executive  council 
of  the  state  society,  the  need  for  a  program  to  improve 
communications  between  the  medical  profession  and 
the  public  was  again  recognized  and  recommenda- 
tions of  the  Committee  on  Public  Relations  (now 
Committee  on  Communications)  to  that  end  accepted 
in  principle.  This  means  the  development  of  ap- 
proaches to  mass  media  which  we  believe  will  ac- 
complish our  ends  and  requires  that  we  define  these 
ends,  examine  the  means  by  which  they  can  be 
achieved  and  be  aware  of  the  current  views  of  the 
public  about  our  particular  concerns.  Only  then  can 
we  identify  how  we  can  resolve  some  of  the  more 
serious  problems  we  face  both  as  physicians  and  as 
citizens  and  establish  an  agenda  for  appropriate  ac- 
tion. 

Because  medicine  has  traditionally  entailed  a  confi- 
dential, one-to-one  relationship  between  doctor  and 


90 


Vol.  38,  No.  2 


patient,  it  is  sometimes  difficult  to  appreciate  that 
anything  is  wrong  in  the  outside  medical  world  if 
things  go  well.  When  things  seem  to  go  wrong,  when 
controversy  seems  to  beset  us  on  every  hand,  it  is  easy 
to  take  a  defensive  attitude,  to  assert  the  virtue  of 
one's  actions  and  to  give  allegiance  to  the  status  quo. 
But  sometimes  such  responses  may  be  considered 
perverse,  reactionary,  insincere  and  lacking  in  ap- 
preciation of  the  bases  of  the  complaints  of  others 
about  medical  care  in  general,  if  not  in  particular.  If 
contending  groups  don't  find  a  common  ground,  their 
attitudes  tend  to  ossify  and  acts  conceived  in  haste 
haunt  at  leisure. 

The  American  public  may  well  consider  that  or- 
ganized medicine  has  all  too  often  resisted  efforts  to 
improve  and  extend  medical  care.  Certainly  increased 
costs  of  medical  services  —  professional,  pharmaceu- 
tical and  hospitals  —  alarm  all  of  us.  but  obviously 
most  of  us  want  for  us  and  our  families  what  we  think 
is  best.  If  the  public  desires  one  course  and  organized 
medicine  another,  the  wishes  of  the  majority  in  a 
democracy  will  eventually  prevail.  It  is  at  this  inter- 
section of  the  public's  perception  of  our  services  and 
of  our  capabilities  that  we  need  to  stand  and  examine 
the  contributions  of  politics,  science,  personal  aspira- 
tion and  economics  if  we  are  to  achieve  a  proper 
synthesis,  balancing  needs  and  resources. 

If  we  are  really  serious  about  understanding  and 
influencing  public  attitudes  and  behavior,  we  may 
have  to  come  out  from  behind  our  traditional  posture 
and  accept  some  non-medical  advice,  particularly 
about  what  media  can  do.  We  would  do  well  in  the 
beginning  to  read  carefully  Sandman's  recent  treat- 
ment of  our  relationship  to  mass  media.'  In  analyzing 
media  impact,  he  points  out  that  audiences  rarely  re- 
linquish firmly  held  beliefs,  are  selective  and  are  ca- 
pable of  accepting  inconsistencies  in  their  attitudes 
and  behavior  without  difficulty.  (Since  we  as  physi- 
cians are  in  the  audience  too.  we  need  not  argue  these 
points  further.)  For  these  considerations,  he  derives 
"the  fundamental  law  of  communication:  you  reach 
people  by  offering  them  something  they  want." 

This  suggests  that  a  new  need  must  be  created  or 
recognized  or  an  old  need  remodeled  if  an  audience  is 
to  respond.  For  ethical  medical  public  relations,  such 
a  need  must  be  either  recognized  or  remodeled,  not 
created,  if  it  is  to  be  satisfied  in  the  proper  manner. 
Herein  lies  the  uncertainty  about  the  swine  fiu  pro- 
gram, whether  it  was  necessary  or  created  to  manipu- 
late the  public  by  assuring  us  that  Washington  really 
cares.  One  need  is  simply  the  satisfaction  of  curiosity 
about  things  medical.  Another  aspect  of  the  matter  is 
that  many  of  us  require  reinforcement  even  in  our  po- 
litical or  religious  beliefs,  so  that  we  might  like  to  be 
confirmed  in  the  knowledge  that  we  are  doing  right 
medically  (e.g..  taking  medicine  for  hypertension,  los- 
ing weight,  abstaining  from  tobacco).  Yet  another  is  to 
provide  adequate  and  acceptable  reasons  for  our  ac- 
tions, to  assure  us  that  we  have  behaved  rationally  in 
medical  situations.  Finally,  media  can  by  its  content 
help  establish  cultural  norms  which  infiuence  our  be- 


havior. Sandman  points  out  that  television  has  had  a 
heyday  in  establishing  the  medical  norms.  His  list  of 
some  of  the  norms  presented  is  one  measure  of  our 
problem. 

Dr.  Sandman's  agenda  for  physicians  has  lOtopics. 

(!)  Learn  something  about  public  relations. 

(2)  Volunteer  your  services  to  local  publishers  and 
station  managers  as  an  expert  on  the  acceptability  of 
medical  advertising. 

(3)  Find  out  who  the  medical  reporters  are  at  local 
newspapers  and  get  to  know  them. 

(4)  When  reporters  approach  you  for  a  story,  try  to 
be  a  good  source. 

(?)  In  dealing  with  media,  give  serious  consideration 
to  the  nature  of  the  media  impact,  while  recalling  that 
the  representatives  of  the  media  may  not  really  be 
thinking  in  terms  of  impact. 

(6)  If  you  have  medical  information  which  you  think 
should  be  covered,  try  to  present  it  in  the  most  attrac- 
tive form. 

(7)  Offer  constructive  criticism  about  medical  con- 
tent in  media. 

(8)  Learn  what  media  are  presenting. 

(9)  Consider  whether  medical  aspects  of  daily  life 
are  appropriately  presented  and  suggest  how  presen- 
tations might  be  improved  in  this  regard. 

( 10)  Consider  all  forms  of  media  because  there  is  a 
medical  message  for  everybody. 

Only  by  working  in  this  way  can  we  learn  how  mass 
media  present  medical  topics,  influence  people  about 
them  and  help  detlne  our  image.  When  we  have 
learned  this,  we  may  have  a  better  idea  of  what  our 
ends  are  and  what  means  can  be  best  employed  to 
allow  us  to  reach  them. 

J.H.F. 


Sandman  PM:  Medicine  and  mass  communication:  an  agenda  for  physicians-  Ann 
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THE  THYROID  GLAND: 
FUNCTION  AND  FASHION 

Somewhere  in  a  dusty  wing  of  the  medical  museum 
of  the  mind  stand  two  exhibits,  one  entitled  status 
thymolymphaticus  and  the  other  simply  initialled 
BMR.  Both  are  monuments  to  an  earlier  era  and  are 
housed  together  in  our  museum  because  of  their  rela- 
tionship to  the  thyroid  gland.  In  the  early  days  from 
which  both  date,  the  role  of  iodine  deficiency  in  the 
etiology  of  goiter  was  not  yet  adequately  appreciated 
and  the  mysteries  of  the  thymus  had  been  barely,  if  at 
all.  perceived.  Status  thymolymphaticus.  like  Dietl's 
crisis  (acute  visceroptosis),  was  a  dangerous  process; 
if  it  came  acutely  in  childhood  the  only  effective 
therapy  was  immediate  x-irradiation  and  medical  stu- 
dents might  be  expected  to  know  exactly  how  many 
roentgens  to  deliver  to  the  appropriate  port,  how  to 
handle  equipment  otherwise  a  total  enigma  and  even 
how  to  distinguish  the  condition  from  myriad  others 
they  knew  not  of.  Apparently  the  thymus  could  en- 
large acutely  leading  to  respiratory  distress  which 
coupled  with  hypoplasia  of  the  aorta  could  by  almost 
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supernatural  means  bring  sudden  death.  In  fact.  Boyd 
equated  it  sceptically  in  his  superlatively  readable 
textbook  of  pathology  to  an  act  of  God.  which  should 
have  been  enough.  But  medical  enthusiasms  mitigate 
with  difficulty. 

Not  only  did  the  thymus  become  eligible  for  radia- 
tion therapy  but  the  head,  neck  and  chest  offered  other 
targets.  The  upper  respiratory  tract  with  its  mysteri- 
ous tonsils,  the  adolescent  face  with  its  distressing 
acne  and  the  lung  captured  by  an  unresolved 
pneumonia  became  recipients  of  all  sorts  of  therapeu- 
tic schemes.  After  all.  if  an  etiology  for  a  disease  can 
be  postulated,  so  can  a  treatment.  So  it  was  with 
roentgen  therapy  in  status  thymolymphaticus.  Even- 
tually the  process,  along  with  Dietl's  crisis,  chlorosis, 
miasma  and  others,  fell  from  grace.  While  retained 
only  in  medical  dictionaries,  the  effect  of  treatment 
lingers  on.  Favus  and  his  colleagues'  have  recently 
reviewed  what  happened  to  1 .056  patients  subjected 
to  irradiation  of  the  head  and  neck  20  or  30  years  ago 
for  tonsillar  disease  and  the  like  and  have  found  that 
thyroid  nodules  are  more  likely  to  be  found  in  such 
populations,  extending  the  observations  of  DeGroot 
and  Paloyan-  that  the  risk  of  developing  thyroid  dis- 
ease, including  malignancy,  is  significantly  enhanced 
by  prior  irradiation. 

Whereas  the  thyroid  gland  was  an  innocent  by- 
stander in  these  situations,  it  was  a  primary  particip- 
ant in  another,  the  rise  of  the  BMR  and  the  treatment 
of  obesity  with  thyroid  hormone.  Many  older  patients 
still  take  thyroid  hormone,  often  in  astonishingly  large 
doses,  because  a  determination  of  the  basal  metabolic 
rate  done,  usually  improperly,  many  years  ago  dem- 
onstrated a  low  value.  Since  hypothyroid  subjects 
seem  rounder,  it  took  but  a  moment  to  postulate  that 
fat  people  needed  "thyroid.""  Later,  of  course, 
purges,  diuretics,  digitalis  and  amphetamines  were 
added  to  the  list  of  agents  to  be  given  the  unsuspecting 
obese  and  a  new  chapter  on  injudicious  therapy  was 
written.  Although  we  can  now  be  sure  that  taking 
thyroid  preparations  won"t  melt  the  pounds  away,  the 
story  of  the  basal  metabolic  rate,  the  thyroid  gland  and 
obesity  isn"t  ended.  Miller  and  Parsonage '  studied  29 
women  who  insisted  they  couldn"t  lose  weight  and 
who  were  willing  to  isolate  themselves  for  three  weeks 
while  they  limited  their  dietary  intake  to  1 .500  calories 
daily.  Nine  of  the  29  didn't  lose  and  had  low  daily  basal 
metabolic  rates.  Fat  biopsies  were  also  done  and  the 
BMR  appeared  related  to  the  number,  not  the  size,  of 
fat  cells  present,  suggesting  that  some  fat  people  are 
indeed  resistant  to  diets  because  of  metabolic  adapta- 
tion while  others  find  themselves  the  easiest  people  to 
deceive.  Now  Bray  et  al^  have  reported  that  the  serum 
triiodothyronine  (T.3)  but  not  the  serum  thyroxine  (T4) 
is  significantly  and  positively  correlated  with  body 
weight.  It  was  found  to  increase  with  gorging  and  to 
drop  with  weight  loss.  Perhaps  an  editorial  specula- 
tion is  permitted:  if  a  T:!  response  were  blunted  by  as 
yet  undefined  mechanij^iTi.  patients  so  afflicted  might 
fall  into  the  group  with  low  BMRs  described  by  Miller 
and  Parsonage.''  However,  if  obese  people  do  have  an 


elevation  of  the  T:;.  thyroid  medication  would  hardly 
be  expected  to  be  beneficial. 

If  we  now  leave  our  medical  museum  in  pensive 
mood,  we  will  not  expect  to  find  the  path  to  knowledge 
about  the  thyroid  any  less  thorny  if  only  because  of  the 
spate  of  thyroid  function  tests  which  threatens  to  en- 
gulf us.  When  such  studies  become  part  of  routine 
screening  procedures,  the  physician  often  has  to  deal 
with  data  he  neither  deserves,  invites  nor  understands 
precisely .  How  then  should  we  approach  the  diagnosis 
of  thyroid  dysfunction?  Perhaps  by  best  appreciating 
how  insufficiency  and  excessive  glandular  activity  are 
manifested  at  the  bedside  rather  than  by  relying  on  an 
abstract  numerical  value.  Favus  et  al.'  for  example, 
found  that  thyroid  nodules  identified  by  isotopic 
screening  of  their  patients,  often  not  felt  before  labora- 
tory definition,  were  easily  palpable  afterwards.  If 
goiter  is  the  most  common  physical  finding  of 
thyrotoxicosis,  that  datum  avails  little  when  a  goiter 
isn"t  felt.  How  many  hyperthyroid  patients  have  cool, 
clammy  palms?  How  many  have  slow  pulses  with 
activity  or  at  rest?  How  many  neurotic  subjects  with 
cool,  clammy  palms,  stable  weights  and  erratic  pulse 
rates  have  palpable  thyroid  nodules?  Why  must  we 
measure  function  several  ways,  defer  treatment  and 
increase  costs  when  hot-handed,  exophthalmic  young 
ladies  have  tachycardia  and  visible  glandular  en- 
largement? Is  our  diagnostic  acumen  any  better  with 
our  battery  of  tests  than  it  was  before?  Are  we  recog- 
nizing the  disease  any  earlier  with  our  enthusiastic 
raids  on  the  laboratory? 

Still,  we  do  need  to  know  what  tests  are  most  dis- 
criminating in  specific  situations  because  a  few  cases 
of  thyroid  dysfunction  are  simply  not  that  easily  rec- 
ognized —  probably  less  than  I09f .  What  should  we 
request  or.  better  still,  not  request  of  our  nuclear 
medical  and  other  laboratory  colleagues?  Valenakis 
and  Braverman'  have  recently  examined  this  problem 
and  suggest  that  the  serum  T.3  resin  uptake  test  is  the 
major  source  of  diagnostic  error  because  it  measures 
available  serum  globulin  sites  for  binding  thyroxine 
whose  availability  and  activity  may  be  altered  by  es- 
trogen administration  and  by  a  number  of  other  daily 
drugs.  The  serum  Tj  concentration  varies  directly 
with  TBG  (thyroxine-binding  globulin)  and  glandular 
secretion.  Unfortunately,  both  serum  T4  and  free  T4 
can  be  increased  by  agents  which  induce  hepatic  mi- 
crosomal enzymes.  T.i  is  bound  to  TBG  and  its  forma- 
tion by  peripheral  de-iodination  of  Tj  is  decreased  in 
many  clinical  conditions  so  that  measurements  may  be 
of  little  help  in  studying  hospital  populations.  Still 
these  tests  are  valuable  if  we  know  the  patient's  gen- 
eral condition  and  drug  history.  Radio-immunoassay 
of  the  serum  thyrotropin  (TSH)  may  be  useful  in  diag- 
nosing glandular  failure,  helping  us  discriminate  prim- 
ary from  pituitary-hypothalmic  hypothyroidism.  At 
times  thyroid  uptake  of  radioiodine  may  be  helpful, 
particularly  in  determining  thyroid  suppressibility  by 
exogenous  hormone  administration  when  hyper- 
thyroidism is  suspected  or  in  recognizing  remission 
when  antithyroid  drugs  are  being  given. 
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Once  the  shortcomings  and  advantages  of  the  vari- 
ous tests  are  appreciated,  diagnosis  shouldn't  be  too 
difficult  if  we  have  a  good  bedside  knowledge  of  our 
patients.  However,  the  patient  v\  ith  uremia  presents  a 
more  complex  problem.  Remirez  and  his  associates'* 
have  shown  that  uremic  individuals  before  dialysis 
have  serum  thyroxine  levels  in  the  normal  range  and 
low  mean  serum  T;;  le\ els.  both  of  w  hich  decrease  as 
renal  failure  progresses.  Patients  undergoing 
hemodialysis  also  exhibit  serum  T.-i  and  T4  values 
lower  than  normal  and  both  groups  respond  poorly  to 
the  administration  of  TSH.  When  thyrotropin- 
releasing  hormone  is  given.  TSH  release  by  the  pitui- 
tary is  also  diminished  suggesting  that  there  are  both 
glandular  and  hypophyseal  defects  in  uremic  indi- 
viduals. These  observations  are  not  particularly  help- 
ful in  devising  therapy,  however,  because  v^e  don't 
really  knov\  how  uremia  discretely  affects  the  body's 
overall  hormonal  balance  or  the  cellular  response  to 
exogenous  thyroid  hormone. 

J.H.F. 
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II.  BUT  NOT  BY  SHAMAN  ALONE 

If  physicians  have  shed  the  priestly  character,  it 
might  be  because  ritual  without  spontaneity  limits 
curiosity  and  denies  the  opportunity  to  redeem  igno- 
rance. So  resuming  a  shamanistic  role  is  not  really  an 


alternative  because  the  shaman  abjures  the  impera- 
tives of  scientific  medicine  as  identified,  for  example, 
in  Koch's  postulates.  The  relation  of  cause  to  effect  in 
biology  is  foreign  to  the  mystic,  the  cultist.  the  rote 
ritualist.  The  need  to  believe  often  overwhelms  the 
seeker  after  knowledge  who  is  tired  of  listening,  of 
waiting  for  data  to  accumulate,  who  is  unw  illing  to  be 
critical  even  of  the  dicta  of  curative  technology. 

When  the  shaman  or  w  itchdoctor  treats,  he  does  so 
within  the  confines  of  his  subculture  vshere  he  oc- 
cupies an  authoritarian  role,  a  position  which  allows 
him  to  sanction  his  own  ignorance.  Yet  some  would 
offer  this  approach  as  an  alternative  to  western 
medicine,  failing  to  appreciate  that  while  the  psyche 
and  the  soma  are  inseparable,  different  remedies  may 
be  required  for  separate  disturbances.  Alternative  ap- 
proaches neglect  the  natural  history  of  the  disease, 
failing  to  distinguish  between  process  and  symptom 
and  to  appreciate  that  disease  can  be  iatrogenic. 

A  nice  example  of  the  failure  of  guess  again 
medicine  has  recently  been  reported  from  Lesotho  by 
Mokhobo'  whoobser\ed  12  patients  with  hepatocellu- 
lar disease  secondary  to  ingestion  of  herbs  containing 
pyrrolizidines.  A  number  of  species  of  South  African 
herbs  used  by  witchdoctors  contain  these  toxic  al- 
kaloids; seven  of  Mokhobo's  patients  died  from 
treatment,  one  a  healthy  17-year-old  girl  who  had  been 
given  an  herbal  to  prevent  devil  intrusion,  her  sister 
already  being  possessed.  An  alternative  explanation 
would  be  that  the  herb  had  exposed  the  hidden  devil  in 
the  patient  and.  in  so  doing,  ultimately  protected  the 
tribe  from  secret  evil. 

J.H.F. 
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RICKETS  AND  ANTICONVULSANTS 
IN  MENTALLY  RETARDED  PATIENTS 

To  the  Editor: 

Recent  interest  in  the  association  of  rickets  and  the 
use  of  anticonvulsant  drugs  prompted  this  report.'"^ 
The  individuals  to  be  studied  were  divided  into  two 
groups. 

Group  one  consisted  of  2?  paraplegic  or  qualriplegic 
patients  with  severe  mental  retardation.  This  first 
group  was  made  up  of  1 3  females  and  1 2  males  ranging 
in  age  from  nine  to  35.  All  had  received  anticonvul- 
sants (dilantin,  phenobarbital.  tegretol  or  combina- 
tions of  these  drugs)  for  at  least  five  years.  They  also 
had  received  daily  a  multivitamin  preparation  contain- 
ing 400  units  of  vitamin  D  for  at  least  five  years.  Serum 
calcium  determinations  showed  17  normal,  seven  low 
and  one  elevated;  serum  phosphorus  was  normal  in 
all.  Alkaline  phosphatase  determinations  showed  five 
normal.  19  elevated  (with  bone  fraction  isoenzyme 
predominating)  and  one  low.  Anteroposterior  and  lat- 
eral x-rays  of  each  individual's  wrists  showed  no  evi- 
dence of  rickets  in  22  and  evidence  of  healed  rickets  in 
three  patients.  Patients  in  group  one  showed  no  physi- 
cal stigmata  commonly  associated  with  rickets. 

Group  two  consisted  of  17  paraplegic  or  quadri- 
plegic patients  with  severe  mental  retardation.  There 
were  12  females  and  tlve  males  ranging  from  II  to  49 
years  of  age.  Each  had  received  a  multivitamin  con- 
taining 400  units  of  vitamin  D  on  a  daily  basis  for  at 
least  five  years.  Due  to  technical  problems,  chemistry 
and  enzyme  studies  were  available  on  only  eight  pa- 
tients. All  had  normal  levels  of  serum  calcium  and 
phosphorus.  Alkaline  phosphatase  was  elevated  in 
two  with  bone  fraction  (isoenzyme  elevation  in  one 
and  liver  fraction  isoenzyme  elevation  in  the  other). 


There  was  no  radiographic  evidence  of  rickets  in  the 
second  group,  although  one  child  was  thought  to  have 
hereditary  multicentric  osteolysis. 

This  study  showed  a  large  percentage  (8()9f)  of 
chemical  and  enzyme  abnormalities  in  the  group  tak- 
ing anticonvulsants.  A  small  percentage  (12%) 
showed  evidence  of  healed  rickets  on  x-ray  examina- 
tion. 

Robert  E.  Gardner.  M.D. 
O'Berry  Center 
Goldsboro.  N.C.  27530 

Simon  Matus,  M.D. 
Cherry  Hospital 
Goldsboro,  N.C.  27530 
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BIOGRAPHY  OF  DR.  OCHSNER 

To  the  Editor: 

For  a  biography  of  Dr.  Alton  Ochsner  of  Ochsner 
Clinic,  New   Orleans,  opinions,  evaluations,  anec- 
dotes, reminiscences  and  photos  are  needed.  Photos 
will  be  carefully  handled  and  returned. 
Ira  Harkev.  Ph.D. 
401  Metairie  Road,  Apt.  706 
Metairie,  Louisiana  70005 
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Bulletin  Board 


NEW  MEMBERS 

of  the  State  Society 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Adams.  Elvin  Eugene.  MD  (IM)  Fletcher  Medical  Ctr..  Fletcher 

28732 
Beeler.  Trov  James.  MD  (C)M)   14()0  Sedgetleld  Drive,  Kinston 

28.^01 
Bryant,  James  E,,  MD  (GP)  101 1  W.  Thomas  St..  Tarboro  27886 
Franklin,  Earl  Ruffin,  MD  (PD)  120  W.  Phihps  St..  Tarboro  27886 
Fuller.  Samuel  Priolean.  MD  (Intem-Resident)  .^21  Westvievv  Dr.. 

Winston-Salem  27103 
Gallagher.  Edgar  Givens.  Jr..  MD  (GS)  Rt.  3.  Box  9.  Huhen 
Glavan.  Frank  John.  MD(GP)  i(K)l  Highland  Dr..  Laurinburg  283.^8 
Gustke.  Susan  Shau.MDdM)  4100  Stranaver  Place.  Raleigh  27609 

Hunt.  Vernon  Brock.  MD  (IM)  Box  2.  UNC.  Old  Nurses  Dorm. 
Chapel  Hill  27.M4 

Jeon.  Myung-Kil.  MD  (GP)  116-B  Pembroke  Circle.  Plymouth 
27962 

Jones.  Norman  Nasbeth,  MD  (FPl  1019  Cottage  Grove  Ave.. 
Greensboro  27401 

Kirkley.  Margaret  Anne.  MD  (GP)  .''Ol  6th  Ave..  W. ,  Henderson- 
ville  28739 

Kirkley.  Sidney  Eugene,  MD  (IM)  .'^Ol  6th  .Ave..  \\  ..  Henderson- 
ville  28739 

Kunstling.  Carl  Richard.  MD  (EM)  1908  Eleanor  Dr..  Kinston 
28.^01 

Leonard.  John  Richard.  111.  MD  (NS)  1709  W,  dth  St..  Greenville 
27834 

Little.  Robert  Wintleld.  .MD  (PD)  1648  Memorial  Dr..  Burlington 
272 1.^ 

McAllister.  Da\  id  VVhitnev.  MD  (( )BG)  .^809-A  Sharon  Road.  Char- 
lotte 28210 

McCoy.  Ralph  Carlisle.  111.  MD  (PTH)  1952  Hillsboro  Road.  W  il- 
mington  28401 

McCaulev.  Roger  Lee.  MD  (P)  741  Highland  Ave..  W  inston-Salem 
27102  ' 

McCurdy.  Mr.  Donald  Pittard.  (STUDENT)  l(K)4  S.  Columbia  St.. 
Apt.  .\  Chapel  Hill  27.M4 

Modi,  BipinOchhaulal,  MD(AN)  .Apt  I  1-B.  Deeridge  Dr.,  Tarboro 
27886 

Nunnally,  Ms.  Lucy  Ann.  (STUDENT)  113-C  Pleasant  Dr.. 
Carrboro  27.^10 

Randall.  Robert  Donald.  Jr..  MD(1NTERN-RESIDENT)420  Janet 
.Ave..  W  inston-Salem  27104 

Rector.  Frederick  Ernest.  Jr..  MD  (PDS)  9  Swan  St..  Box  10.^83. 
Ashes  ille  28803 

Roberson.  Virgil  Udell.  111.  MD(AN)  .^02  Lindsay  St..  High  Point 
27261 

Spivev,  Ms.  Beverly  Jean,  (STUDENT)  820  Wilkerson  Ave.. 
Durham  27701 

Thompson.  James  Stevens.  MD  (HSi  309  Doctors  Bldg..  .Asheville 
28801 

Tingelstad.  Jon  Bunde.  MD  (PDC)  208  Chouan  Road.  Greenville 
27834 

Vamey.  David  Allen.  MD(Ul  220  Brandon  Avenue.  Tarboro  27886 
Febrlarv    1977.  NCMJ 


Please  note:  1.  The  Continuing  Medical  Education  Programs  of 
the  Bowman  Gray.  Duke  and  UNC  Schools ot  Medicine  are  accred- 
ited by  the  .American  Medical  .Association.  Therefore  CME  pro- 
grams sponsored  or  co-sponsored  by  these  schools  automatically 
qualify  tor  .AM.A  Category  1  credit  toward  the  .AM.A  Physician's 
Recognition  .Award,  and  for  North  Carolina  Medical  Society 
Category  "'A"  credit.  Where  .A.AFP  credit  has  been  requested  or 
obtained,  this  also  is  indicated. 

2.  The  "place"  and  "sponsor"  are  indicated  for  a  program  only 
when  these  differ  from  the  place  and  source  to  write  "for  informa- 
tion." 

PROGRAMS  IN  NORTH  CAROLIN.A 

March  9-12 

Internal  Medicine  .Annual  Symposium  '77 

Place:  Berryhill  Hall 

Fee:  %\%) 

Credit:  2-S  hours;  A.AFP  approval  requested 

For  information:  Oscar  L.  Sapp  111.  M.D..  .Associate  Dean  for 

Continuing  Education.  UNC  School  of  Medicine.  Chapel  Hill 

27.';  14 

March  10 

30th  .Annual  Greensboro  Academy  of  Medicine  Symposium  —  Top- 
ics in  Cardiovascular  Disease 

Place:  The  Jefferson  Standard  Club.  Greensboro 

Sponsor:  The  Greensboro  .Academy  of  Medicine 

Fee:  None 

Credit:  .ANLA  Category  I:  .A.AFP  approval  requested 

For  Information:  Robert  M.  Gay.  M.D..  Moses  H.  Cone  Memorial 
Hospital.  Greensboro  27420 

March  11 

Workshop  on  .Arthroscopy 

Place:  Babcock  Auditorium 

For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine, 
W  inston-Salem  27103 

March  11-12 

Annual  E.  C.  Hamblen  Symposium  in  Reproductive  Biology  and 

Family  Planning 
Sponsors:  Duke  L  niversity  Medical  Center  and  the  Department  of 

Obstetrics  and  Gynecology 
For  Information:  Charles  B.  Hammond.  M.D..  Box  3143.  Duke 

University  Medical  Center.  Durham  27710 

March  12-13 

2nd  .Annual  Radiology  Seminar 

Fee:  SIOO 

Credit:  9  hours:  ,AAFP  approval  requested 

For  Information:  Emery  C.  Miller.  M.D..  .Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

March  15 

Controsersies  in  (.'ancer  Management.   Treatment  of  Primary 

Breast  Cancer:  Radiation  Therapv  vs.  Surgery 
Place:  103  Berryhill  Hall 
Sponsor:  Clinical  Cancer  Education   Program,   UNC  School  of 

Medicine 
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Fee:  None 

Credit:  l'/2  hours;  AMA  Category  I,  AAFP  approval  requested 
For  Information:  Ms.  Helen  Baker,  Trailer  P.  3I6H,  UNC  School  of 
Medicine,  Chapel  Hill  27514 

March  18 

Myelodysplasia  —  (!)rthopedic  Course 

For  Information:  Robert  J.  Ruderman,  M.D.,  Department  of  Or- 
thopedics, Duke  University  Medical  Center,  Durham  27710 

March  18-19 

Frank  R.  Lock  Obstetrics  and  Gynecology  Seminar 

Fee:  $KK) 

Credit:  9  hours;  AAFP  approval  requested 

For  Information:  Emery  C.  Miller,  M.D.,  .Associate  Dean  for  Con- 
tinuing Education,  Bowman  Grav  School  of  Medicine, 
Winston-Salem  27103 

March  24-25 

Mini-Symposium  on  Chemical  Carcinogenesis 

Place:  Clinic  Auditorium,  UNC 

Sponsor:  Cancer  Research  Center  and  UNC  Department  of  Pathol- 
ogy 

Credit:  15  hours;  AMA  Category  1,  AAFP  approval  requested 

For  Information:  Mimi  Minkoff,  Cancer  Research  Center,  3004  Old 
Clinic  Building,  Chapel  Hill  27514 

March  28-ApriI  1 

Radiology  of  Bones  and  Joints 
Place:  Downtowner  Motor  Inn,  Durham 
Fee;  $3(K);  registration  limited  to  100 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D..  Radiology-Box  3808. 
Duke  University  Medical  Center.  Durham  27710 

March  30 

"Gl  Rounds  —  Peptic  Ulcer  Disease  —  An  Update!" 
Place;  Lee  County  Hospital,  Sanford 
Sponsor:  Lee  County  Medical  Society 
Credit;  3'/2  hours;  AAFP  approval  requested 
For  Information:  Robert  S.  Cline,  M.D.,  106  Hillcrest  Dr.,  Sanford 
27330 

April  1-2 

Practical  Pediatrics 

Fee:  $50 

Credit:  9  hours;  AAFP  approval  requested 

For  Information;  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

April  8-9 

American  College  of  Surgeons  —  N.C.  Chapter  —  Annual  Meeting 
Place:  Ramada  Inn.  Durham 

For  Information:  James  S.  Mitchner.  M.D..  Bo.x  15W,  Laurinburg 
28352 

April  21 

Gastrointestinal   Bleeding  —  Wilson   Memorial   Hospital  Post- 
graduate Symposium 
Place:  Wilson  Memorial  Hospital  Learning  Center 
Sponsors:  Wilson  Memorial  Hospital,  Wilson  Chapter — AAFP  and 

AHEC 
Credit:  ,AM.'\  Category  1;  .AAFP  approval  requested 
For  Inlormation;  William  BantTeld.  M.D..  Wilson  Clinic.  Wilson 
27893 

April  22-23 
3rd  Annual  Perinatal  Postgraduate  Course 
Credit:  M'-j  hours;  Fee  $35  for  M.D.'s,  $20  for  nurses 
For  Information;  Oscar  L.  Sapp,  111.  M.D..  Associate  Dean  for 

Continuing  Education.  UNC  School  of  Medicine,  Chapel  Hill 

27514 

April  22,  23,  24 

Annual  Meeting  for  the  American  Diabetes  Association.  North 

Carolina  Affiliate 
Place;  Governors  Inn.  Research  Triangle  Park 
For  Information:  John  A.  Laurents,  Executive  Director.  American 

Diabetes  .Association.   North  Carolina  Affiliate.   Inc..  408  N. 

Tryon  St..  Charlotte  28202 

\pril  26-27 
Annual  Meeting  of  the  Nouh  Carolina  Thoracic  Society 
Place:  Great  Smokies  Hilton.  Asheville 
Sponsor:  North  Carolina  Thoracic  Society 


For  Information;  Mr.  C.  Scott  Venable.  Executive  Director.  North 
Carolina  Lung  Association.  P.O.  Box  127.  Raleigh  27602 

April  28 

6th  Annual  New  Bern  Medical  Symposium  —  Cardiovascular  Dis- 
ease 
For  Information;  W.  B.  Hunt.  Jr. .  M.D. .  Box  2 1 57,  New  Bern  28560 

May  4-5 

Breath  of  Spring  "77  Respiratory  Care  Symposium 

Fee:  $35 

Credit:  9  hours;  AAFP  approval  requested 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

May  5-8 

123rd  .Annual  Session  of  the  North  Carolina  Medical  Society 
Place:  Pinehurst  Hotel  and  Country  Club.  Pinehurst 
For  Information:  William  N.  Hilliard.  Executive  Director.  North 
Carolina  Medical  Society.  Box  27167.  Raleigh  27611 

May  14-15 

Practical  Dermatology  for  the  Non-Dermatologist 
Place:  Holiday  Inn.  Salter  Path  Road.  Atlantic  Beach 
Sponsors;  Dept.  of  Dermatology  and  the  OtTice  of  Continuing  Edu- 
cation, University  of  North  Carolina  at  Chapel  Hill;  Eastern 
AHEC 
Credit:  AAFP  approval  requested 
Fee:  $50  for  physicians;  $25  for  physicians  assistants,  pediatric 

nurse  practitioners  &  family  nurse  practitioners 
For  Information:   W.   Mitchell  Sams.  Jr..  M.D.,  Department  of 
Dermatology,  UNC  School  of  Medicine,  Chapel  Hill  27514 

May  18-19 

The  28th  Annual  Scientific  Sessions  of  the  N.C.  Heart  Association 
Place:  Winston-Salem 

For  Information:  Mebane  M.  Pritchett.  I  Heart  Circle,  P.O.  Box 
2408,  Chapel  Hill  27514 

May  21-22 
Pediatric  Respiratory  Disease  Conference 
Place:  Duke  University  Medical  Center 

For  Information;  Alexander  Spock,  M,D.,  P.O.  Box  2994.  Duke 
University  Medical  Center.  Durham  27710 

June  13-15 

North  Carolina  Hospital  Association  Annual  Meeting 
Place;  Grove  Park  Inn.  Asheville 

For  Information;  Mrs.  Diane  Turner.  North  Carolina  Hospital  As- 
sociation. P.O.  Box  10937.  Raleigh  27605 

June  16-18 

24th  Annual  Mountaintop  Medical  Assembly 
Place:  Waynesville  Country  Club.  Waynesville 
Sponsor:  Haywood  County  Chapter  of  AAFP 
Fee;  $50 

Credit:  12  hours;  .A.AEP  approved 

For  Information:  Clinton  Border.  M.D..  204  Depot  St.,  Waynesville 
28786 

June  16-19 

Seaboard  Medical  Association  Annual  Meeting 
Place:  Holiday  Inn,  Kill  Devil  Hills 
Credit;  AMA  Category  1;  AAFP  approval  requested 
For  Information:   Mrs.   Annette  S.   Boutwell.  P.O.  Box   10387. 
Raleigh  27605 

July  1-3 

7th  .Annual  Sports  Medicine  Symposium 
Place:  Blockade  Runner  Motor  Hotel.  Wnghtsville  Beach 
Credit:  .A.AFP  approval  requested 

For  Intbrmation:  Frank  C.  Wilson.  M.D..  N.C.  Memorial  Hospital, 
Chapel  Hill  27514 

July  24-29 

.Annual  Meeting  of  the   Southern  Obstetric  and  Gynecological 

Seminar,  Inc. 
Place:  Grove  Park  Inn.  .Asheville 
Credit;  21  hours;  A.AFP  approval  requested 
For  Information:  Otis  Duck,  M.D..  Drawer  F.  Mars  Hill  28754 
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COMFORTABLE    HEARING 


VOTT        HflFl        VOTTP  HFT^      Y\eaxvaq  losses 

XvyU         nr\ly  IvyUri  n.   La/      are  among  the  most 

/      consistently  neglected 

■  ■ "  /      health  problems.  Many 

TTaTTTl      T      flTPTV       fl       QT  "B*^       people  with  them  wont  even 
£j  O    X    £i  \J      Li  CL  X    £i  J-i   X       C^      O  1/       admit  it  to  themselves,  let  alone 

/      others.  A  little  encouragement  may 

-      ■    -  .  /       start  them  thinking  about  themselves 

r^       more  realistically. 

'y^  That's  why  we're  offering  you  the  poster 

-  /       shown  here.  You  can  hang  it  on  the  wall  or  stand 

/         it  on  a  small  table.  It  comes  v^ath  booklets  called  "As 

INVESTMENT  OF  A  FEW  MI N^        precious  as  sight"  that  give  your  patients  some  basic 

/         facts  about  auditory  testing  and  hearing  losses  and  how 

/       easy  they  are  to  correct  m  many  cases. 

/  Write  to  us  for  your  free  poster  and  booklets.  They  just 

y       might  help  you  to  help  some  patients  who  aren't  hearing  as  well 

y       as  they  used  to.  Even  those  who  ordinarily  wouldn't  hear  of  it, 

/  Prolessional  Relations  Division,  Beltone  Electronics  Corporation  ^^^      ^^/ 

j^  4201  West  Victoria  Street,  Chicago,  Illinois  60646,  an  Amencan  company     ^^^^^yj^^^^^^ 
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When  choosing  a  diuretic 

for  day-in-day-out 
hypertension  control  with 
comfortable  compliance... 


The  agent  you  choose  in  mild  to  moderate 
essential  hypertension  should  offer  (1)  long-term 
effectiveness,  (2)  patient  comfort  and  compliance. 

Zaroxolyn  offers  both. 

In  one  long-term  study  ^  Zaroxolyn  brought 
moderately  elevated  (average  161/109  mm  Hg] 
blood  pressure  down  to  the  range  of  normo- 
tension— and  held  it  there  for  a  year  or  more. 

The  investigator  noted,  'Tatient  cooperation  was 
surprisingly  good  for  a  study  of  such  duration 
[IVi  years].  The  once-daily  dosage  schedule  with 


metolazone  [Zaroxolyn]  no  doubt  contributed  to 
patient  compliance'.' 

Overall  compliance  with  Zaroxolyn  is  good- 
very  good.  An  analysis  of  controlled  clinical 
studies  involving  188  Zaroxolyn  patients  showed 
that  only  eight  discontinued  therapy  because  of 
side  effects.  That's  a  discontinuation  rate  of  only 
4.3%,  and  broader  clinical  experience  appears  to 
substantiate  this  low  rate? 

Zaroxolyn.  For  long-term  control  and  comfortable 
compliance  in  mild  to  moderate  hypertension. 


Recommended  initial  dosage  in  mild  to  moderate  essential  hypertension-2'/2  to  5  mg  once  daily 

XaiOxo/yii 

(metolazone,  Pennwalt) 

2V2-mg,  5-mg  and  10-mg  tablets 

once-daily  antihypertensive  diuretic 


Before  prescribing,  see  complete  prescribing 
information  in  the  package  insert,  or  in  PDR,  or 
available  from  your  Pennwait  representative  The 
following  IS  a  brief  summary  Indications: 
Zaroxolyn  (metolazone)  is  an  antihypertensive 
diuretic  indicated  for  the  management  of  mild  to 
moderate  essential  hypertension  as  sole  thera- 
peutic agent  and  in  the  more  severe  forms  of 
hypertension  in  conjunction  with  other  anti- 
hypertensive agents  Also,  edema  associated  with 
heart  failure  and  renal  disease  Contraindications: 
Anuria,  hepatic  coma  or  precoma,  allergy  or 
sensitivity  to  Zaroxolyn  Or,  as  a  routine  m  other- 
wise healthy  pregnant  women  Warnings:  In 
theory  cross-allergy  may  occur  in  patients 
allergic  to  sulfonamide-derived  drugs,  thiazides 
or  quinethazone  Hypokalemia  may  occur,  and  is 
a  particular  hazard  m  digitalized  patients, 
dangerous  or  fatal  arrhythmias  may  occur 
Azotemia  and  hyperuricemia  may  be  noted  or 
precipitated  Considerable  potentiation  may 
occur  when  given  concurrently  with  furosemide 
When  used  concurrently  with  other  antihyper- 
tensives, the  dosage  of  the  other  agents  should 
be  reduced   Use  with  potassium-spanng  diuretics 
may  cause  potassium  retention  and  hyper- 
kalemia Administration  to  women  ofchildbeanng 


age  requires  that  potential  benefits  be  weighed 
against  possible  hazards  to  the  fetus  Zaroxolyn 
appears  in  the  breast  milk  Not  for  pediatric  use 
Precautions:  Perform  periodic  examination  of 
serum  electrolytes  BUN,  unc  acid,  and  glucose 
Observe  patients  for  signs  of  fluid  or  electrolyte 
imbalance  These  determinations  are  particularly 
important  when  there  is  excessive  vomiting  or 
diarrhea,  or  when  parenteral  fluids  are  admin- 
istered Patients  treated  with  diuretics  or  corti- 
costeroids are  susceptible  to  potassium  deple- 
tion Caution  should  be  observed  when  adminis- 
tering to  patients  with  gout  or  hyperuricemia  or 
those  with  severely  impaired  renal  function 
Hyperglycemia  and  glycosuria  may  occur  in 
latent  diabetes  Chloride  deficit  and  hypo- 
chloremic alkalosis  may  occur  Orthostatic 
hypotension  may  occur  Dilutional  hyponatremia 
may  occur  in  edematous  patients  in  hot  weather 
Adverse  Reactions:  Constipation,  nausea, 
vomiting,  anorexia,  diarrhea,  bloating,  epigastric 
distress  intrahepatic  cholestatic  jaundice, 
hepatitis,  syncope,  dizziness,  drowsiness,  vertigo, 
headache,  orthostatic  hypotension,  excessive 
volume  depletion,  hemoconcentration,  venous 
thrombosis,  palpitation,  chest  pain,  leukopenia, 
urticaria,  other  skin  rashes  dryness  ot  mouth. 


hypokalemia,  hyponatremia,  hypochloremia, 
hypochloremic  alkalosis,  hyperuricemia,  hyper- 
glycemia, glycosuria,  raised  BUN  or  creatinine, 
fatigue  muscle  cramps  or  spasm,  weakness, 
restlessness,  chills  and  acute  gouty  attacks 
Usual  Initial  Once-Daily  Dosages:  mild  to 
moderate  essential  hypertension  — 2y3  to  5  mg. 
edema  of  cardiac  failure  — 5  to  10  mg,  edema  of 
renal  disease  — 5  to  20  mg  Dosage  adjustment 
may  be  necessary  during  the  course  of  therapy. 
How  Supplied:  Tablets,  2^2.  Sand  10  mg 

References: 

1  Dornfeld  L,  Kane  R:  Metolazone  in  essential 
hypertension  The  long-term  clinical  efficacy  of 
a  new  diuretic  Curr  Ther  Res  18:  527-533,  1975 

2  Data  on  file.  Medical  Department,  Pennwalt 
Prescription  Products 
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Pennwall  Prescriplion  Products 
Pharmaceulrcal  Division 
Pennwalt  Ccporaiion 
Rochester  New  York  14603 


®  Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SKcfeF  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


MAKES  SENSE 

FOR  LOKG-TERM  COKTROL 

OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F   Co.    literature   or   PDR.    A 

brief  summary  follows: 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  tne  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


*  Indications:  When  the  fixed  combination  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  "Dyrenium' 
component  is  warranted. 

Contraindications:  Further  use  in  progressive 
renal  or  hepatic  dysfunction;  hyperkalemia,  Pre- 
existing elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs.  Routine  use  of  diuretics  in 
otherwise  healthy  pregnancy. 

Warnings;  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with 


cardiac  irregularities.  It  is  more  likely  in  severely 
ill  patients  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determi- 
nations of  serum  K*  should  be  made.  If  hyper- 
kalemia develops,  substitute  a  thiazide  alone, 
restrict  K"*  intake.  The  presence  of  a  widened 
QRS  complex  or  arrhythmia  in  association  with 
hyperkalemia  requires  prompt  additional  therapy. 
Thiazides  are  reported  to  cross  the  placental 
barrier  and  appear  in  breast  milk;  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  other  adverse  re- 
actions that  have  occurred  in  the  adult  may  result. 
When  used  m  pregnancy  or  in  women  who  might 
bear  children,  weigh_potential  benefits  against 
possible  ha2ards"~to  fetus.  Adequate  information 
on  use  m  children  is  not  available. 
Precautions:  Do  periodic  serum  electrolyte 
determinations,(particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine  de- 
terminations should  be  made,  especially  in  the 
elderly,  diabetics,  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs  of 
impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone IS  used  concomitantly,  determine  serum 
K*  frequently;  both  can  cause  K"  retention  and 
elevated  serum  K'  .  Two  deaths  have  been  re- 
ported with  such  conc9mitant  therapy  (in  one. 
recommended  dosage  was  exceeded,  in  the  other 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias, 
liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiv- 
ing Dyrenium'^    (triamterene,   SK&F   Co.).   and 


leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Do  periodic  blood  studies  in  cirrhotics 
to  check  for  nondrug-related  variations  in  blood 
pictures,  and  in  patients  with  folic  acid  depletion, 
since  'Dyrenium'  may  contribute  to  appearance 
of  megaloblastosis.  Antihypertensive  effect  may 
be  enhanced  in  post-sympathectomy  patients. 
Use  cautiously  in  surgical  patients.  The  following 
may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulm  requirements  may  be  altered),  hyperuri- 
cemia and  gout,  digitalis  intoxication  (in  hypo- 
kalemia), decreasing  alkali  reserve  with  possible 
metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis, 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thia- 
zides alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for  in- 
stitutional use  only). 

SI^&F  CO.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKlme  Corporation 


TRIAMTERENE  CONSERVES  POTASSIUM  WHILE 
HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE 


August  1-5 

Fifth  Annual  Beach  Workshop 

Fee:  $125 

Credit:  20  hours;  AAFP  approval  requested 

For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine. 
Winston-Salem  27103 

ITEMS  OF  SPFXIAL  INTKREST 
March  28-31 

The  40th  Annual  New  Orleans  Graduate  Medical  Assembly 

Place:  The  Fairmont  Hotel.  New  Orleans 

Fee:  $125 

Credit:  AAFP  approval  requested 

For  Information:  Miss  Lois  Weary.  Executive  Director.  New  Or- 
leans Medical  Assembly.  1430  Tulane  Avenue,  New  Orleans. 
Louisiana  701 12 

June  8-10 

Symposium  on  Common  Pediatric  Problems 

Sponsors:  Children's  Hospital  National  Medical  Center  and  George 

Washington  University 
For  Information:  Mrs.  Susan  Weiss.  13407  Brackley  Terrace.  Silver 

Spring.  Maryland  20904 

Courses  in  lltra  Sound 

The  last  of  a  series  of  three  ten-week  post  graduate  courses  in 
Sonic  Medicine  at  Bow  man  Gray  School  of  Medicine  w  ill  be  offered 
on  the  following  date:  .April  ll-June  17.  1477.  These  courses  are 
designed  to  provide  background,  techniques,  experience  and 
knowledge  so  that  the  individual  will  be  able  to  set  up  both  an 
ultrasonic  laboratory  and  a  training  program.  Participants  may  at- 
tend the  entire  course  or  only  those  piirtions  which  are  of  interest  to 
them.  Enrollment  is  limited.  Graduates  receive  30  credit  hours  per 
week  in  Category  1. 

The  program  will  cover  acoustics,  instrumentation,  scanning  and 
applications  to  obstetrics,  gynecology,  ophthalmology,  adult  and 
pediatric  cardiology,  the  abdomen,  the  breast,  radiation  therapy 
planning,  the  urinary  tract  and  the  nervous  system. 

For  further  information,  please  write  to:  James  F.  Martin.  M.D.. 
Director.  Post-graduate  Medical  Sonics.  Bowman  Gray  School  of 
Medicine.  Winston-Salem  27103. 

ANNOUNCING 

Free  Training  Workshops  for  Physicians  and  Nurses  in  S.A.F.E. 

Office  Sex  Counseling  and  Therapy,  offered  through  the  Office  of 

Continuing  Medical  Education.  University  of  Kentucky  Medical 

Center. 

Credit:  24  hours 

For  Information:  Linda  Carpenter.  M.S..  Coordinator.  Center  of 
Rational  Behavior  Therapy  Training.  Office  of  Continuing  Medi- 
cal F^ducation.  University  of  Kentucky  Medical  Center. 
Lexington.  Kentucky  40506 

PROGRAMS  IN  CONTIGl  Ol  S  STATES 

March  16-18 

Endocrine  Causes  of  Menstrual  Disorders 

Place:  Hilton  Inn.  Memphis.  Tennessee 

Sponsor:  The  University  of  Tennessee  Center  for  The  Health  Sci- 
ences College  of  Medicine 

Credit:  20  hours;  AAFP  approved;  30  cognats  American  College  of 
Obstetricians  and  Gynecologists 

For  Information:  Division  of  Continuing  Education.  U.T.C.H.S.. 
800  Madison  Av..  Memphis.  Tennessee  38173 

April  7-8 

Southeastern  Regional  Meeting  of  American  Group  Practice  — 

Quality  Assurance  and  Ambulatory  Care 
Place:  Calloway  Gardens.  Georgia 
Credit:  .\M.\  Categorv   1.  approval  requested 
For  Information:  Luther  W  .  Kellv.  Jr..  M.D..  Nalle  Clinic.  1350 

South  Kings  Drive.  Charlotte  28207 

April  15-16 

30th  .Annual  Stoneburner  Lecture  Series  —  Safety  in  .Anesthesia 

Place:  Medical  College  of  Virginia 

Sponsors:  Department  of  Continuing  Education.  School  of 
■  Medicine.  Medical  College  of  Virginia  and  the  Virginia  Society  of 
Anesthesiologists 

Fee:  $65.00  for  physicians:  $45  for  nurse  anesthetists;  $15  lor  in- 
terns and  residents 

Credit;  13  hours  AMA  Category  1;  .AAFP  approved 


For  Information:  Department  of  Continuing  Education.  School  of 
Medicine.  Medical  College  of  Virginia.  Box  91.  Richmond  23298 

The  Items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  mcmth  of  publication.  Requests  for  listing 
should  be  received  by  ■■WH.AT'  WHEN'  WHERE''".  P.O.  Box 
27167.  Raleigh  2761 1,  by  the  lOthof  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A  "Request  for  Listing"  form  is  available 
on  request. 


AUXILIARY  TO  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 


Pictures  speak  louder  than  words.  Visual  communi- 
cation dates  back  to  the  cave  man  who  made  crude 
drawings  on  the  walls  of  his  cave  in  order  to  communi- 
cate with  his  fellow  man. 

For  years  medical  auxiliaries  have  used  audiovisual 
aids  to  bring  health  education  to  their  communities. 
Since  purchase  and  rental  of  films  can  be  expensive, 
why  can't  we  share  them'.'  For  this  purpose  the  North 
Carolina  Auxiliary  Film  Bank  was  created. 

The  bank  started  in  the  fall  of  1976  with  a  nucleus  of 
films  owned  by  the  North  Carolina  Medical  Society 
plus  two  film  gifts  ("The  Heimlich  Maneuver.""  a  gift 
of  Dr.  and  Mrs.  Edwin  Martinat.  and  "New  Pulse  of 
Life,"  agift  of  the  North  Carolina  Medical  Auxiliary). 
Also,  county  auxiliaries  with  films  agreed  to  loan  them 
to  other  auxiliaries. 

A  list  of  the  available  films  was  given  to  county 
auxiliary  presidents  and  many  auxiliaries  have  used 
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the  films  this  year.  "The  Heimlich  Maneuver"  has 
been  in  constant  use  during  the  fall  months  and  the 
cardiopulmonary  resuscitation  film.  "New  Pulse  of 
Life,"  is  in  great  demand.  These  films  may  be  re- 
quested from:  Mr.  Michael  Gates,  North  Carolina 
Medical  Society.  P.O.  Box  27167.  Raleigh.  N.C. 
27611. 

Although  requests  for  the  films  have  come  primarily 
from  organized  medical  auxiliaries,  it  is  hoped  that  the 
county  medical  societies  and  physicians"  spouses  who 
are  members-at-large  of  the  state  auxiliary  will  find  the 
films  useful.  A  member-at-large  is  often  the  lone  rep- 
resentative of  the  auxiliary  in  her  community  and  must 
work  with  other  groups  to  solve  health-related  prob- 
lems, if  the  auxiliary  Film  Bank  does  not  have  a 
needed  film,  county  health  departments,  AHECs  and 
organizations  such  as  the  Cancer  Society,  Red  Cross 
and  Heart  Association  have  excellent  film  libraries. 

Auxiliaries  and  individuals  requesting  the  films  are 
urged  to  give  them  as  much  exposure  as  possible.  The 
members  of  one  county  auxiliary  showed  "The  Heim- 
lich Maneuver"  to  26  community  groups  while  it  was 
in  their  possession. 

As  with  any  bank,  deposits  are  needed.  You  can 
help  stock  the  bank  by  ( 1 )  an  individual  donation  of  a 
film  (tax  deductible)  to  the  North  Carolina  Medical 
Society  Foundafion,  P.O.  Box  27167,  Raleigh.  N.C. 
2761 1  (2)  an  auxiliary  donation  to  the  bank  or  a  film 
loan  to  other  auxiliaries.  An  auxiliary  which  cannot 
contribute  the  total  cost  of  a  film  might  consider  do- 
nating a  small  sum  toward  the  purchase  of  a  new  film. 
If  each  county  auxiliary  in  North  Carolina  donated  $5 
a  year,  the  state  auxiliary  could  purchase  one  new  film 
a  year. 

Many  illnesses  can  be  prevented  or  alleviated  if 
people  are  aware  of  good  health  habits.  Show  a  film. 
You  may  save  a  life. 

Mrs.  Philip  E.  Russell 
Film  Bank  Coordinator 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Dr.  Isadore  Meschan.  professor  and  chairman  of 
the  Department  of  Radiology  at  Bowman  Gray,  has 
announced  plans  to  give  up  his  chairmanship  effective 
July  1.  1977. 

By  then,  he  will  have  completed  30  years  as  a  de- 
partment chairman  —  22  years  at  Bowman  Gray  and 
eight  years  at  the  University  of  Arkansas  School  of 
Medicine.  He  will  remain  on  the  Bowman  Gray  fac- 
ulty as  professor  of  radiology  and  will  continue  his 
activities  in  teaching,  research,  patient  care  and  writ- 
ing. 

He  also  plans  to  begin  work  toward  establishing  a 


BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 
ANTIMINTH "  (pyrantel  pamoate) 
ORAL  SUSPENSION 

Actions.  Antiininth  (pyrantel  pamoate)  has 
demonstrated  anthelmmtic  activity  against 
Enterobius  vermiculans  (pinworm)  and  As- 
cans  lumbncoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antimmth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0. 1 3/ixg/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  m  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions.  Minor  transient  elevations  of 
SCOT  have  occurred  m  a  small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  m  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antimmth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1  mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5  mg/lb.);  maximum  total 
dose  1  gram.  This  corresponds  to  a  simplified 
dosage  regimen  of  I  ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful=5  ml.) 

Antimmth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
IS  not  necessary  prior  to,  during,  or  after  ther- 
apy, ft  may  be  taken  with  milk  or  fruit  luices. 
How  Supplied.  Antimmth  Oral  Suspension  is 
available  as  a  pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™  of  5  ml  in  pack- 
ages of  12.  ^^^ 

ROeRIG  <®> 

A  division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 
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eliminates  Pinworms  and  Roundworms  with  a  single  dose 


■  Single  dose  effectiveness  against 
both  pinworms  and  roundworms— 

The  only  smgle-dose  anthelmintic  effective 
against  pinworms  and  roundworms. 

■  Nonstaining— to  oral  mucosa, 
stomach  contents,  stools,  clothing  or  linen. 

■  Well  tolerated  -  the  most  frequently 
encountered  adverse  reactions  are  related 
to  the  gastrointestinal  tract. 


■  Economical  —  a  single  prescription 
will  treat  the  whole  family. 

■  Highly  acceptable  —  pleasant  tasting 
caramel  flavor. 

■  Convenient  —just  1  tsp.  for  every 

50  lbs.  of  body  v/eight.  May  be  taken  with- 
out regard  to  meals     RQGRIG  <^^ 

or  time  OI  aay.  ^  division  of  Pl.zer  Pnaimaceuiicals 

New  York.  New  York  10017 
Please  see  piescnbmg  mtoimation  on  lacing  page.  NSN  6505-00-148-6967 
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(pyrantel  pamoate)  equivalent  to  50  mg  pyrantel /mi 


radiology  learning  laboratory.  The  only  university- 
based  laboratory  of  this  kind  is  located  on  the  West 
Coast. 

Under  Meschan's  leadership.  Bowman  Gray's 
radiology  department  installed  the  first  cobalt  therapy 
unit  in  North  Carolina,  revised  the  method  of  using 
radioisotopic  implants  in  the  treatment  of  malignan- 
cies, established  a  Section  on  Nuclear  Medicine  at  a 
time  when  that  specialty  was  in  its  infancy,  and  in- 
stalled the  first  institutional  computer-assisted  brain 
scanner  in  North  Carolina. 

Meschan  has  1 1  textbooks  and  1 1 2  published  papers 
to  his  credit.  He  was  the  author  of  the  first  major 
textbook  on  normal  radiographic  anatomy.  He  also 
authored  the  first  textbooks  on  X-ray  signs  of  illness. 


The  Bowman  Gray  School  of  Medicine  has  added 
five  people  to  its  fulltime  faculty. 

Receiving  appointments  were  Dr.  Martha  G.  Camp, 
instructor  in  education  for  medicine;  Dr.  Janice  H. 
Levitt,  research  instructor  in  neurology  (neurophysi- 
ology); Dr.  Jane  P.  Norwood,  instructor  in  neurology 
(neuropsychology);  Virginia  Shively,  instructor  in 
community  medicine  (allied  health);  and  Douglas  T. 
Whitney,  instructor  in  community  medicine  (allied 
health). 

Dr.  Gerrit  L.  Scherphof.  associate  professor  of 
biochemistry  at  the  University  of  Groningen.  Nether- 
lands, was  named  visiting  associate  professor  of 
biochemistry. 

Dr.  James  W.  Rackley  was  appointed  clinical  assis- 
tant professor  of  pediatrics.  Named  as  instructor  to 
the  part-time  faculty  were  Nancy  Dennis,  community 
medicine  (allied  health);  Dr.  Dimitrio  Theodoridis, 
psychiatry;  Dr.  Timothy  A.  Turvey.  plastic  surgery 
(orthodontia);  and  Dr.  James  A.  Ward,  family 
medicine. 

Two  preceptors  were  named  lecturers  in  commu- 
nity medicine.  They  are  Dr.  Hunter  Gordon  Starder 
Jr.  of  Lexington  and  Dr.  R.  Mac  Herring  Jr.  of  Clin- 
ton. *         .^         A 

Leon  L.  Rice  Jr..  a  Winston-Salem  attorney,  has 
been  elected  chairman  of  the  Medical  Center  Board  of 
the  Bowman  Gray  School  of  Medicine  and  North 
Carolina  Baptist  Hospital. 

He  succeeds  Dr.  R.  F.  Smith  of  Hickory.  A.  H. 
Field  of  Hickory  was  elected  vice  chairman  of  the 
board. 

The  Medical  Center  Board,  consisting  of  eight 
trustees  of  Wake  Forest  University,  eight  trustees  of 
the  hospital  and  a  member  of  the  medical  center's 
professional  staff,  is  responsible  for  the  overall  super- 
vision of  the  medical  center. 

Rice  is  a  past  chairman  of  the  trustees  of  Wake 
Forest  University  and  is  now  serving  his  fourth  term 
as  a  university  trustee. 

Field  is  serving  his  fouilh  term  as  a  trustee  of  North 
Carolina  Baptist  Hospital.  He  was  appointed  to  the 
Medical  Center  Board  in  1975. 


Two  students  at  Bowman  Gray  completed  require- 
ments for  the  M.D.  degree  in  December. 

They  are  Phillip  Carl  Hoopes  of  Independence, 
Mo.,  and  John  B.  R.  Thomas  of  Winston-Salem. 

Hoopes  began  postdoctoral  training  in  ophthalmol- 
ogy at  North  Carolina  Baptist  Hospital  in  January. 
Thomas  began  his  postdoctoral  training  in  family 
medicine  at  Baptist  in  January. 

Dr.  Thomas  B.  Clarkson,  professor  and  chairman  of 
the  Department  of  Comparative  Medicine,  has  been 
selected  to  serve  on  the  National  Heart,  Lung  and 
Blood  Institute  Task  Force  on  Heart  Disease  in  Child- 
hood. 

Dr.  David  L.  Kelly  Jr.,  associate  professor  of 
neurosurgery,  has  been  selected  a  member  of  the 
editorial  board  of  the  new  Congress  of  Neurological 
Surgery  journal,  Neiirosiirgen'. 

Dr.  Frederick  Kremkau,  research  assistant  profes- 
sor of  medicine,  has  been  appointed  to  a  three-year 
term  as  a  member  of  the  Biological  Effects  Committee 
of  the  American  Institute  of  Ultrasound  in  Medicine. 

Dr.  Hyman  Muss,  assistant  professor  of  medicine, 
has  been  appointed  to  the  Chemotherapy  Committee 
of  the  Gynecologic  Oncology  Group. 

Dr.  Richard  Patterson,  professor  of  pediatrics,  has 
been  elected  to  the  board  of  directors  of  the  North 
Carolina  Division  of  the  American  Cancer  Seiciety. 

Dr.  Richard  C.  Proctor,  professor  and  chairman  of 
the  Department  of  Psychiatry,  has  been  appointed  to 
the  Future  Sites  Committee  of  the  Southern 
Psychiatry  Association. 

Dr.  Mary  A.  Taylor,  instructor  in  community 
medicine,  has  been  appointed  to  the  board  of  directors 
of  Tel-Med,  the  informational  service  sponsored  by 
the  Forsyth  County  Medical  Society  and  the 
Winston-Salem  Chamber  of  Commerce. 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 
NORTH  CAROLINA  MEMORIAL  HOSPITAL 


Dr.  Christopher  C.  Fordham  III  has  been  named 
vice  chancellor  for  health  affairs  at  the  University  of 
North  Carolina  at  Chapel  Hill.  His  appointment,  an- 
nounced by  Chancellor  Ferebee  Taylor  following  ac- 
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tion  by  the  UNC  Board  of  Governors,  was  effective 
Jan.  1.  1977. 

Fordham  will  also  continue  to  serve  as  dean  of  the 
School  of  Medicine,  a  position  he  has  held  since  Sep- 
tember 1971.  He  was  reappointed  dean  in  June  1976. 

Before  Fordham  came  to  Chapel  Hill  in  1971  he  was 
for  two  years  vice  president  for  medicine  and  dean  of 
the  School  of  Medicine  at  the  Medical  College  of 
Georgia  at  Augusta. 

The  new  vice  chancellor  succeeds  Dr.  Cecil  G. 
Sheps.  who  has  held  the  post  since  February,  1971. 
Sheps  will  return  to  fulltime  faculty  responsibilities  as 
professor  of  social  medicine  in  the  medical  school. 

Fordham  is  a  member  of  the  executive  council  of  the 
Association  of  American  Medical  Colleges  (AAMC) 
and  is  immediate  past  chairman  of  the  AAMC  South- 
em  Regional  Deans  group.  He  also  serves  on  a  number 
of  state  and  national  committees,  both  of  the  AAMC 
and  of  other  organizations  related  to  medical  educa- 
tion. 

A  native  of  Greensboro,  he  is  an  alumnus  of  the 
University  of  North  Carolina  at  Chapel  Hill,  where  he 
received  the  certificate  in  medicine  in  1949.  He  re- 
ceived his  M.D.  degree  from  Harvard  University  and 
completed  an  internship  in  medicine  at  Georgetown 
University  Hospital. 

He  received  residency  training  at  Boston  City  Hos- 
pital and  at  N.C.  Memorial  Hospital  in  Chapel  Hill. 
Following  one  year  as  a  fellow  in  medicine  at  the 
UNC-CH  School  of  Medicine,  Fordham  served  for 
two  years  as  a  medical  officer  in  the  U.S.  Air  Force. 
He  joined  the  faculty  of  the  UNC-CH  School  of 
Medicine  as  an  instructor  in  1958. 


A  scientist  whose  research  has  focused  on  the  study 
of  the  molecular  basis  of  hormone  action  has  been 
named  professor  and  chairman  of  the  department  of 
pharmacology  at  the  School  of  Medicine  of  the  Uni- 
versity of  North  Carolina  at  Chapel  Hill. 

The  appointment  of  Dr.  John  P.  Perkins,  presently 
on  the  faculty  of  the  University  of  Colorado  Medical 
Center  in  Denver,  is  effective  March  1. 

Perkins  succeeds  Dr.  Paul  L.  Munson.  a  nationally 
respected  endocrinologist  who  has  chaired  the  phar- 
macology department  since  1965.  Munson.  who  is 
Sarah  Graham  Kenan  Professor  of  Pharmacology  and 
Endocrinology,  will  return  to  fulltime  teaching  and 
research. 

Perkins  has  been  at  the  University  of  Colorado 
Medical  Center  since  1968.  The  recipient  of  a  Merck 
Faculty  Development  Award,  he  has  received  a  Re- 
search Career  Development  Award  from  the  National 
Cancer  Institute  since  1972.  He  has  also  served  as  a 
special  reviewer  of  grant  applications  for  the  National 
Science  Foundation. 

He  is  a  graduate  of  Arizona  State  University,  where 
he  received  the  B.S.  and  M.S.  degrees  in  1960  and 
1962  respectively.  He  also  studied  at  Yale  University, 
where  he  was  awarded  the  Ph.D.  degree  in  1966. 


Before  joining  the  University  of  Colorado  faculty, 
he  studied  at  the  University  of  Washington  at  Seattle 
under  a  postdoctoral  fellowship  from  the  U.S.  Public 
Health  Service. 

Dr.  William  E.  Brenner  has  been  named  the  first 
Upjohn  Professor  of  Obstetrics  and  Gynecology  in  the 
School  of  Medicine  at  the  University  of  North 
Carolina  at  Chapel  Hill. 

Brenner,  a  professor  of  obstetrics  and  gynecology, 
has  been  a  member  of  the  UNC-CH  faculty  since  1969. 
He  is  internationally  recognized  for  his  research  on 
prostaglandins.  His  other  research  interests  include 
complications  of  pregnancy,  fetal  growth  and  the 
physiology  of  pregnancy  and  labor. 

For  three  years  Brenner  was  director  of  research 
and  training  of  the  International  Fertility  Research 
Program  when  it  was  a  unit  of  the  Carolina  Population 
Center  here. 

He  is  a  graduate  of  Adelbert  College  of  Western 
Reserve  University  School  of  Medicine,  where  he  was 
elected  to  Alpha  Omega  Alpha  medical  honorary  soci- 
ety. He  received  postgraduate  training  at  the  Univer- 
sity Hospitals  of  Cleveland. 

A  specialist  in  cell  biology  has  been  named  profes- 
sor and  chairman  of  the  department  of  anatomy  in  the 
School  of  Medicine  of  the  University  of  North 
Carolina  at  Chapel  Hill. 

Dr.  Charles  R.  Hackenbrock,  presently  on  the  fa- 
culty of  the  University  of  Texas  Southwestern  Medi- 
cal School  in  Dallas,  will  succeed  Dr.  H.  Stanley  Ben- 
nett, reproductive  biologist  who  has  chaired  the 
anatomy  department  since  1969.  Bennett,  Sarah 
Graham  Kenan  Professor  of  Anatomy,  will  return  to 
fulltime  teaching  and  research. 

Hackenbrock,  whose  appointment  here  is  effective 
June  1,  was  also  named  director  of  the  anatomy 
department's  electron  microscope  laboratory. 

Since  1971  he  has  been  professor  of  cell  biology  and 
director  of  electron  microscope  laboratories  at  the 
University  of  Texas  Southwestern  Medical  School, 
where  he  has  also  served  as  chairman  of  the  faculty 
awards"  committee. 

The  Brooklyn,  N.Y..  native  received  the  B.S.  de- 
gree in  1961  from  Wagner  College  in  New  York  City. 
He  was  awarded  the  Ph.D.  degree  in  1965  from  Co- 
lumbia University  College  of  Physicians  and  Sur- 
geons, where  he  studied  on  an  NIH  predoctoral  fel- 
lowship. 

A  member  of  the  anatomy  faculty  at  Johns  Hopkins 
University  School  of  Medicine  from  1965-71.  he  was 
also  an  assistant  in  anatomy  in  1961  at  Columbia  Uni- 
versity. He  is  a  1976  Nobel  Symposium  Lecturer  and  a 
research  associate  in  herpetology  at  the  Staten  Island 
Zoological  Society  in  New  York  City. 


The  University  of  North  Carolina  at  Chapel  Hill 
thanked  Chadotte  industrialist  Oliver  R.  Rowe  with  a 
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banquet  Nov.  30  for  his  endowment  of  a  chair  in  the 
School  of  Medicine. 

The  chair  will  be  occupied  by  the  director  of  the 
N.C.  Jaycee  Bum  Center  at  the  N.C.  Memorial  Hos- 
pital in  Chapel  Hill. 

Rowe  is  president  of  the  14-company  Rowe  Corp., 
former  president  of  the  Charlotte  Symphony  and  a 
driving  force  behind  both  the  Mecklenburg  school 
consolidation  and  the  creation  of  the  University  of 
North  Carolina  at  Charlotte. 

Presiding  at  the  affair  was  Henry  A.  Foscue,  High 
Point  furniture  executive.  Charlotte  businessman  Wil- 
liam T.  Harris  delivered  the  invocation.  Both  are  past 
presidents  of  the  Co-Founders  Club  of  the  UNC-CH 
School  of  Medicine. 

Dr.  John  L.  McCain,  president  of  the  Medical 
Alumni  Association,  spoke  in  appreciation  of  the 
Rowe  gift.  He  was  joined  by  Dr.  Colin  G.  Thomas,  Jr., 
professor  and  chairman  of  the  department  of  surgery, 
and  Dennis  Barry,  general  director  of  N.C.  Memorial 
Hospital. 


A  groundbreaking  ceremony  to  recognize  the  work 
of  15,000  North  Carolina  Jaycees  in  raising  funds  to 
help  start  the  N.C.  Jaycee  Burn  Center  at  N.C. 
Memorial  Hospital  was  held  on  January  15  with  a 
program  in  the  Clinic  Auditorium. 

The  major  address  was  delivered  by  Col.  Basil 
Pruitt,  a  former  American  Bum  Association  president 
and  a  nationally  recognized  authority  on  the  care  and 
treatment  of  burn  patients. 

The  formal  program  was  followed  by  an  earth  tum- 
ing  on  the  construction  site.  A  reception  for  guests  and 
visitors  in  the  hospital  cafeteria  followed  the  cere- 
mony. 


News  Notes  from  the— 
DUKE  UNIVERSITY  MEDICAL  CENTER 


The  Comprehensive  Cancer  Center  has  received  a 
$1  million  gift  from  Edwin  A.  Morris,  chairman  of  the 
board  of  Blue  Bell,  Inc.,  of  Greensboro. 

The  gift  from  Morris,  a  native  of  Concord  and  a 
former  cancer  patient,  will  help  finance  the  clinical 
cancer  research  building  now  under  construction  and 
scheduled  to  open  in  late  1977. 

The  four-level  building,  which  will  be  named  for 
Morris,  will  house  all  of  Duke's  cancer  treatment 
clinics  and  will  contain  a  20-bed  inpatient  unit.  It  will 
be  the  final  building  of  three  that  make  up  the  cancer 
center. 


A  Duke  ophthalmologist  has  developed  a  mass- 
screening  device  that  may  be  used  by  the  N.C.  De- 
partment of  Motor  Vehicles  to  test  drivers  for  glare 
sensitivity. 


Dr.  Myron  Wolbarsht.  who  holds  appointments  in 
ophthalmology  and  biomedical  engineering,  also  has 
improved  an  existing  peripheral  vision  tester  to  make 
it  suitable  for  widespread  use  at  licensing  stations. 


Because  of  Dr.  Mary  L.  C.  Bemheim's  long  re- 
search interest  in  an  enzyme,  a  recent  book  about  it, 
"Monoamine  Oxidase  and  Its  Inhibition."  has  been 
published  in  her  honor.  The  book  includes  papers 
presented  at  a  symposium  at  the  Ciba  Foundation  in 
London. 

Dr.  Bemheim,  professor  emeritus  of  biochemistry, 
discovered  the  enzyme  nearly  50  years  ago  while 
doing  graduate  research  at  Cambridge  University. 


The  Commonwealth  Fund  of  New  York  City  has 
appropriated  $2.8  million  to  Duke  to  support  a  plan  for 
improving  educational  opportunities  for  students  in- 
terested in  medicine  and  other  health  professions. 

The  plan  calls  for  broader  roles  for  faculty  members 
in  the  arts  and  sciences  and  the  School  of  Medicine  in 
designing  courses  and  advising  students,  and  greater 
opportunities  for  undergraduate  students  in  course 
selection,  independent  study  and  research. 

Duke's  vice  president  for  health  affairs.  Dr.  William 
G.  Anlyan,  described  the  award  as  "a  real  landmark  in 
terms  of  integrating  components  of  basic  biomedical 
science  teaching  into  the  undergraduate  curriculum." 

Ten  years  ago  the  Commonwealth  Fund  helped 
support  development  of  an  innovative  medical  cur- 
riculum here  that  integrates  classroom  and  early  clini- 
cal instmction  and  gives  students  greater  course  alter- 
natives and  earlier  career  selection  opportunities. 

The  new  program  will  mean  greater  integration  of 
undergraduate  and  basic  science  instruction,  early 
identification  of  some  students  for  medical  school  and 
broader  opportunities  for  undergraduates  to  explore 
career  possibilities  in  all  the  health  sciences. 


Dr.  Robert  McLelland,  associate  professor  of 
radiology,  gave  a  lecture  on  mammography  to  the 
Cabarrus  County  Medical  Society  in  Concord. 

He  also  was  one  of  four  Duke  radiology  faculty 
members  presenting  a  five-day  postgraduate  course  in 
Bermuda  recently.  The  others  were  Dr.  Herman 
Grossman,  professor  and  acting  chairman;  Dr.  Donald 
C.  Jackson,  associate  professor;  and  Dr.  Robert 
Older,  assistant  professor. 


Dr.  Redford  B.  Williams  Jr.,  associate  professor  of 
psychiatry,  presented  a  paper  on  cardiovascular  ef- 
fects of  vigilance  behavior  and  participated  in  a  sym- 
posium at  a  meeting  of  the  Society  for 
Psychophysiological  Research  in  San  Diego.  He  also 
spoke  on  behavioral  approaches  to  cardiovascular 
disease  at  the  American  Heart  Association  meeting  in 
Miami. 
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Dr.  H.  Keith  H.  Brodie.  professor  and  chairman  of 
the  Department  of  Psychiatry,  spoke  on  ""Psychiatric 
Research:  Past  Directors.  New  Frontiers'"  as  guest 
speaker  at  the  Southern  Medical  Association's  Sec- 
tion on  Neurology.  Neurosurgery  and  Psychiatry  in 
New  Orleans.  He  also  gave  the  banquet  address  at  the 
Alton  Ochsner  Medical  Foundation  in  New  Orleans, 
where  his  topic  was  ""Recent  Developments  in  the 
Biology  of  Depression." 


Dr.  Kenneth  A.  Schneider,  director  of  Hospital 
Laboratories,  presented  a  talk  entitled  ""Hormonal 
and  Enzyme  Imbalances  Associated  with  Dyslexia" 
at  the  Dyslexia  Seminar  in  Chicago  recently. 


Three  faculty  members  in  the  Department  of 
Surgery  have  become  fellows  in  the  American  College 
of  Surgeons.  They  are  Dr.  Robert  W.  Anderson,  as- 
sociate professor,  general  and  thoracic:  Dr.  Donald 
Serafin.  assistant  professor,  plastic  and  maxillofacial; 
and  Dr.  Samuel  A.  Wells  Jr..  associate  professor, 
general  and  thoracic,  and  assistant  professor  of  mi- 
crobiology. 


More  than  3.000  people  called  the  Cancer  Informa- 
tion Service  here  during  the  first  six  months  the  toll- 
free  line  was  open. 

Set  up  by  the  Duke  Comprehensive  Cancer  Center 
and  the  American  Cancer  Society  with  funds  from  the 
National  Cancer  Institute,  the  service  gives 
physician-approved  answers  to  almost  any  question 
about  cancer. 

The  number  is  800  672-0943.  Callers  in  Durham. 
Butner  and  Creedmoor  can  dial  286-2266. 


AMERICAN  COLLEGE  OF  CARDIOLOGY 

Three  North  Carolina  physicians  are  among  151 
from  the  United  States  and  Canada  granted  Fellow- 
ship in  the  American  College  of  Cardiology,  the  na- 
tional medical  society  for  specialists  in  cardiovascular 
diseases.  Robert  E.  Whalen,  M.D..  of  Durham,  the 
college's  governor  for  North  Carolina,  listed  the  new 
Fellows  as  Robert  A.  Buchanan  Jr..  M.D..  of  Durham; 
Frederick  R.  Kahl.  M.D..  of  Winston-Salem;  and 
Charles  R.  Roe.  M.D..  of  Durham. 


AMERICAN  COLLEGE  OF  PHYSICIANS 

John  C.  Babka.  M.D..  is  among  275  new  Fellows  of 
the  American  College  of  Physicians.  His  election 
came  at  a  recent  meeting  of  the  board  of  regents  in 
Philadelphia.  The  organization,  with  36.000  members, 
works  to  upgrade  medical  care,  teaching  and  research 
through  stringent  membership  requirements  and  pro- 
grams of  continuing  medical  education. 
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AMERICAN  COLLEGE  OF  RADIOLOGY 
NORTH  CAROLINA  CHAPTER 

R.  W.  McConnell.  M.D.,  of  Greensboro  was 
elected  president  at  the  annual  meeting  of  the  North 
Carolina  chapter  of  the  American  College  of  Radiol- 
ogy. Other  officers  are  president-elect  Otis  N.  Fisher. 
M.D..  of  Greensboro;  vice  president  Robert  L.  Green 
of  Winston-Salem;  secretary-treasurer  Morris  A. 
Jones,  M.D.,  of  Durham;  and  councilors  Leslie  Mor- 
ris, M.D.,  of  Gastonia,  Donald  M.  Monson,  M.D.,  of 
Durham  and  Luther  E.  Earnhardt,  M.D.,of  Asheville. 
Alternate  councilors  are  Ernest  B.  Spangler  of 
Greensboro,  George  M.  Paddison  of  Durham  and 
Stewart  L.  Mooring  of  Rutherfordton. 

NORTH  CAROLINA  MEDICAL  RETIREMENT 
SAVINGS  PLAN 

The  North  Carolina  Medical  Society  has  been 
among  the  few  who  have  sponsored  a  viable  retire- 
ment plan  for  those  physicians  who  find  it  best  not  to 
incorporate  and  manage  their  own  retirement  funds. 
Since  its  beginning,  the  society's  plan  has  aimed  at  a 
conservative  portfolio  with  basically  two  alternatives: 
an  annuity  for  those  close  to  retirement  and  a  fund  of 
equities  for  those  in  the  younger  bracket.  The  trustee 
has  been  and  remains  the  Wachovia  Bank  &  Trust 
Company.  Currently  it  is  the  intention  of  the  society 
and  the  trustee  to  offer  a  third  avenue  which  will  be  a 
fund  of  fixed  return  securities  such  as  top  grade  debt 
instruments.  This  option  is  currently  awaiting  the  ap- 
proval of  the  Internal  Revenue  Service  and  as  soon  as 
this  is  received,  the  trustee  will  be  ready  to  accept 
funds.  It  will  be  possible  to  divide  one's  contributions 
between  the  three  modalities  in  whatever  percentage 
the  individual  physician  desires. 

Robert  W.  Williams,  M.D.,  Chairman 
Retirement  Savings  Plan  Committee 


Month  in 
Washington 


Joseph  Califano,  Jr.,  one  of  Lyndon  Johnson's  top 
"Great  Society"  architects,  has  been  named  secre- 
tary of  the  Department  of  Health,  Education  and  Wel- 
fare. 

Califano,  45,  a  Washington  lawyer,  is  regarded  as 
one  of  the  capital's  brightest  men.  He  knows  the  work- 
ings of  government  inside  out.  He  knows  most  of  the 
congressmen  of  importance  to  HEW.  And  he  knows 
most  of  the  programs  —  many  of  them  established 
during  the  ""Great  Society"  days  —  that  he  will  now 
administer. 


The  appointment  of  Califano  to  the  politically  sensi- 
tive position  was  the  final  cabinet  selection  by  Presi- 
dent Carter  and  was  one  of  the  best  received.  Liberals, 
including  Ralph  Nader,  saw  in  Califano's  "Great  So- 
ciety" background  a  promise  of  a  bigger  and  better 
■"Great  Society";  conservatives  found  reassurance  in 
Califano's  reputation  as  a  steady  political  veteran  who 
is  interested  in  cutting  down  on  waste  and  ineffi- 
ciency. 

Most  of  Califano's  efforts  as  Johnson's  chief 
domestic  adviser  in  the  mid-l%Os  were  in  welfare  and 
education  rather  than  health  where  he  doesn't  have 
much  of  a  track  record. 

He  knows  what  he  is  up  against  at  HEW.  In  a  speech 
last  summer,  Califano  said  a  new  president  will  have  a 
tough  time  coping  with  the  entrenched  bureaucracy. 
'"The  departments  and  agencies  of  the  federal  execu- 
tive are  a  minefield  of  bureaucratic  interests  jealous  of 
their  jurisdictional  turt,"  he  said.  The  programs  and 
their  constituencies  outside  government  ""will  be 
poised  to  oppose  any  change  in  the  status  quo." 

Califano  carved  a  reputation  as  an  exceptionally 
able  lawyer  during  the  out-in-the-cold  eight  years  of 
Republican  administration.  It  isn't  unusual  for  top 
officials  of  outgoing  administrations  to  land  plushy 
jobs  with  Washington  law  firms,  but  Califano  dem- 
onstrated that  he  was  far  more  than  a  contact  man.  He 
was  with  the  famous  Arnold  and  Porter  firm  and  then 
he  teamed  with  the  equally  prestigious  Williams  (Ed- 
ward Bennett)  and  Connolly  firm  where  he  served  as 
counsel  to  the  Democratic  Party  for  two  and  a  half 
years.  After  Harvard  Law  School  he  joined  a  New 
York  law  firm  once  headed  by  Thomas  E.  Dewey. 

Califano  was  first  attracted  to  Washington  with  the 
election  of  John  Kennedy.  He  joined  the  Defense  De- 
partment where  he  quickly  became  one  of  Defense 
Secretary  Robert  McNamara's  "Whiz  Kids."  Lyn- 
don Johnson  asked  him  to  come  to  the  White  House  to 
serve  as  his  domestic  aide.  There  he  was  known  as  a 
driving,  tough  negotiator  between  labor  and  manage- 
ment over  wage-price  guidelines.  His  interest  in  a 
systems-analysis  approach  to  budgeting  federal  agen- 
cies should  mesh  with  Carter's  enthusiasm  for 
""zero-based"  budgeting. 

If  Carter  carries  out  his  promise  to  give  his  depart- 
ment heads  plenty  of  rein  in  policy  matters.  Califano 
might  emerge  as  the  chief  policy  architect  in  health 
affairs.  Certainly  Carter  will  rely  heavily  on  him  for 
advice.  After  years  as  a  behind-the-scenes  power. 
Califano  will  now  be  in  the  limelight. 


A  concerted  and  united  effort  by  industry  and  labor 
to  control  medical  costs  is  needed  to  avert  a  federal 
takeover  of  health  which  would  "result  in  national 
expenditures  of  truly  astronomical  proportions,"  con- 
tends the  President's  Council  on  Wage  and  Price  Sta- 
bility. 

Asserting  that  the  day  is  coming  soon  when  the 
people  discover  ""how  much  they  must  increasingly 
sacrifice  simply  in  order  to  maintain  the  status  quo  in 
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health  care  services,"  the  council  said  the  public's 
response  would  be  to  turn  to  the  government  for  a 
solution. 

"Absent  any  major  changes  in  the  structure  of  the 
medical  care  system  between  now  and  then,  the  fed- 
eral government  will  step  in.  and  when  that  happens, 
we  are  going  to  be  faced  with  a  permanent  problem 
which  will  defy  solution."  said  William  Lilley.  acting 
council  director,  and  his  deputy.  James  Hedlund. 

In  a  lengthy  report  on  rising  health  care  costs,  the 
council  said  "cost  control  incentives  proposed  by  the 
private  sector  —  that  is.  by  industry  and  labor  — 
promise  to  be  more  effective  than  those  imposed  by 
the  multitude  of  government  agencies  which  have  at- 
tempted to  tackle  the  problem.  The  private  sector  is 
motivated  by  an  economic  incentive  which  the  gov- 
ernment will  simply  never  share." 

The  report  said  the  government,  in  its  Medicare  and 
Medicaid  programs,  has  a  poor  record  of  controlling 
costs.  "The  blizzard  of  rules  and  regulations  which 
would  accompany  full  federal  financing  and  adminis- 
tration of  the  health  industry  would  add  to  costs  and 
reduce  the  limited  incentives  that  now  exist  for  effi- 
ciency and  cost  containment."  the  council  said. 

The  report  pointed  to  company  programs  which 
encourage  a  second  opinion  before  elective  surgery. 
Some  corporations  have  set  up  in-house  medical 
facilities  because  they  have  learned  that  this  is  a  less 
expensive  way  of  providing  their  employes  with 
health  care,  says  the  Council.  "Health  maintenance 
units  with  salaried  physicians  have  reduced  costs." 
according  to  the  report.  "In  other  localities,  corpora- 
tions and  unions  have  become  involved  on  hospital 
boards  and  areawide  planning  bodies  to  eliminate  du- 
plication of  facilities  and  introduce  other  cost-saving 
efficiencies." 

The  council  said  "the  private  sector  must  step  up  its 
efforts  many  fold  —  it  must  apply  the  full  measure  of 
ingenuity  and  management  skills  which  are  so  charac- 
teristic of  the  American  system.  In  short,  the  private 
sector  must  start  doing  more,  a  lot  more." 

The  report  mentioned  "strong  opposition  from  a 
highly  respected,  well-organized  medical  establish- 
ment. Private  efforts  at  cost-control  are  difficult  to 
undertake  in  the  face  of  this  opposition,  and  difficult  to 
achieve,  but  we  remain  convinced  that  the  goal  of 
quality  health  care,  at  reasonable  costs,  is  attainable 
within  the  context  of  a  largely  privately  disciplined 
system.  Indeed,  we  feel  it  is  only  within  the  context  of 
the  private  system  that  it  is  attainable." 


The  American  Medical  Association  and  state  and 
local  medical  associations  "have  played  a  central 
role"  in  helping  the  Senate  spotlight  Medicaid  fraud 
and  abuse.  The  credit  was  given  by  Sen.  Frank  Moss 
(D-Utah).  chairman  of  the  Senate  subcommittee 
which  conducted  the  well-publicized  investigations  of 
"Medicaid  mills"  earlier  this  year. 

Moss  also  said  "the  number  of  physicians  who 
cheat"  is  very  small. 


In  a  letter  to  Richard  E.  Palmer.  M.D..  president  of 
the  AMA.  Moss  said.  ""The  Illinois  Medical  Society, 
the  Chicago  Medical  Society  and  the  Illinois  Physi- 
cians" Union  were  directly  responsible  for  my  sub- 
committee's exposure  to  the  problem  of  Medicaid 
"mills'." 

The  abuses  highlighted  in  the  subcommittee's  re- 
port "exist  for  many  reasons  but  AMA  inaction  isn't 
one  of  them."  said  Moss. 

He  said  the  subcommittee's  criticism  "was  not  di- 
rected at  contemporary  medical  practice.  It  was 
directed  at  a  growing  aberration  in  our  urban  ghettos 
called  the  Medicaid  "mill'.  The  culprits  we  identified 
are  greedy  businessmen  and  real  estate  speculators. 
The  same  people  we  found  pyramiding  nursing  home 
mortgages  in  New  York.  Now  they  have  found  a  new 
gravy  train.  They  hire  foreign-trained  physicians  (we 
include  podiatrists  and  chiropractors  in  the  definition) 
and  pressure  them  to  see  more  and  more  patients  in 
less  and  less  time.  The  entrepeneurs  keep  from  50  to 
709f  of  the  money  Medicaid  pays  to  the  foreign  prac- 
titioner. ..." 

Poor  quality  care  results.  Moss  said.  "It  could 
hardly  be  otherwise,  given  the  low  Medicaid  rates,  the 
great  delays  in  payments,  the  often  and  arbitrary  de- 
nials of  payment  as  well  as  the  all-encompassing  pres- 
sure exerted  on  mill  practitioners  to  grind  patients 
through  the  mill.  Little  wonder  reputable  physicians 
avoid  Medicaid  practice.  Even  the  best  intentioned 
physician  would  have  difficulty  functioning  in  this 
kind  of  environment." 

In  Medicaid,  the  ""ripoffs"  are  taken  by  the  clinic 
owners  who  more  often  than  not  are  not  physicians, 
said  Moss. 

The  number  of  providers  who  abuse  the  Medicaid 
system  may  be  4%  of  total  Medicaid  participating 
physicians  (including  chiropractors  and  podiatrists)  or 
less  than  29c  of  all  physicians  in  the  United  States,  he 
said.  This  is  hardly  a  blanket  indictment. 

Moss  wrote  that  "'only  with  the  assistance  of  the 
medical  profession  can  we  seek  to  end  the  fraud  and 
abuse  which  now  haunts  our  government  health  care 
programs.  We  can  bring  providers  who  bill  for  ser- 
vices not  rendered  to  the  bar  of  justice  but  a  more 
complicated  scheme  inevitably  involves  questions  of 
medical  judgment  which  only  physicians  are  capable 
of  rendering." 


A  commission  to  study  prescription  drug  usage  and 
adverse  reactions  has  been  formed  with  the  blessings 
of  Sen.  Edward  Kennedy  (D-Mass.)  and  the  funding  of 
the  Pharmaceutical  Manufacturers  Association 
(PMA). 

PMA  answered  a  challenge  by  Kennedy  that  the 
drug  makers  confront  the  problem  by  agreeing  to  fund 
an  independent  study  commission  for  three  years  at 
$250,000  a  year. 

Kennedy  and  PMA  hope  the  commission  will  be 
able  to  design  a  system  for  post-marketing  surveil- 
lance of  drugs  by  the  Food  and  Drug  Administration 
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so  that  adverse  reactions  and  new  drug  indications 
become  known  more  quickly.  Such  a  system,  termed 
"Phase  IV"  by  Kennedy,  could  shorten  the  wait  for 
pre-market  approval  of  new  drugs. 

The  18  members  of  the  Joint  Commission  on  Pre- 
scription Drug  Use  were  nominated  by  pharmaceuti- 
cal and  medical  groups  including  the  AMA. 


smoked  marijuana  last  year,  a  "saturation"  total  that 
should  prod  the  federal  government  into  a  decision  on 
whether  to  continue  to  approach  its  use  on  a  criminal 
basis. 

The  council  is  composed  of  the  Drug  Enforcement 
Administration  (DEA),  the  National  Institute  on  Drug 
Abuse,  the  State  Department  and  the  White  House. 


Drug  abuse  remains  a  "chronic,  persistent  prob- 
lem" in  the  United  States  with  no  simple  solutions  in 
sight,  according  to  a  joint  annual  report  by  federal 
agencies  involved  with  drugs.  The  report  proposed  no 
basic  shift  in  federal  policy  toward  drug  abuse  but 
suggested  the  possibility  of  lifting  or  easing  criminal 
penalties  for  smoking  marijuana. 

The  Strategy  Council  on  Drug  Abuse  said  the  gov- 
ernment "ought  to  strongly  discourage  the  use"  of 
marijuana.  "The  question,  however,  is  how  do  we 
most  effectively  accomplish  this  with  the  least  cost  to 
society." 

President  Carter  said  during  his  campaign  he  fa- 
vored decriminalization  of  possession  of  small 
amounts  of  marijuana,  but  he  supported  continued 
crackdowns  on  sale  and  distribution. 

According  to  the  report,  marijuana  carries  a  "rela- 
tively low  social  cost."  Some  22  million  Americans 


Congress  is  showing  increased  interest  in  the  prob- 
lems of  maintaining  confidentiality  of  medical  records 
in  the  age  of  computers  and  vast  federal  medical  pro- 
grams. The  House  Commerce  Subcommittee  on 
Oversight  and  Investigations  is  considering  hearings 
on  the  issue. 

The  most  serious  evidence  of  abuse  so  far  came  with 
state  grand  jury  indictments  in  Denver,  Colo.,  of  an 
investigative  company  —  Factual  Service  Bureau, 
Inc.  —  on  charges  of  selling  confidential  records  to 
large  insurance  firms.  Factual  was  alleged  to  have  had 
agents  who  were  able  to  penetrate  the  records  of  the 
Federal  Bureau  of  Investigation  and  the  Internal  Rev- 
enue Service,  among  others.  Twenty  defendants,  in- 
cluding three  insurance  companies,  have  been  in- 
dicted so  far  in  the  investigation  launched  by  the  Col- 
orado district  attorney.  Dale  Tooley,  who  claims  the 
evidence  so  far  "is  really  the  tip  of  a  nationwide 


A  unique  hospital specializiufi  in  treatment  of . 

ALCOHOLISM 
DRUG  ADDICTION 


In  this  restful  setting  away  from  pressures 
and  free  from  distractions,  the  Willingway 
staff,  with  understanding  and  compassion, 
carries  out  an  intensive  program  of 
therapy  based  on  honesty  and  responsi- 
bility. The  concepts  and  methods  are  ori- 
ginal, different  and  have  been  highly  suc- 
cessful  for  fifteen   years. 

John    Mooney,    Jr  ,    M  D  .    Director 
Dorothy   R     Mooney,    Associate   Director 
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iceberg. ' '  Federal  agencies  are  also  pursuing  the  case . 

The  subcommittee,  headed  by  Rep.  John  Moss 
(D-Calif.),  is  carrying  on  a  running  dispute  with  the 
Social  Security  Administration  over  the  privacy  of 
medical  records  in  the  Medicare  program.  "We  be- 
lieve very  serious  questions  remain  about  privacy  of 
records  concerning  individuals  in  custody  of  the  So- 
cial Security  Administration,  especially  in  light  of  fu- 
ture plans,"  said  Moss  in  a  letter  to  Social  Security 
Chief  James  Cardwell. 

Social  Security  operates  three  data  transmission 
systems  which  link  private  Medicare  intermediaries 
with  the  Social  Security  Health  Insurance  Data  Bank. 
The  two  less  sophisticated  computer  systems,  the  Ad- 
vanced Record  System  (ARS)  used  by  private  Medi- 
care intermediaries  in  16  locations,  and  the  Pro- 
grammable Magnetic  Tape  Terminals  (PMTT)  used  by 
Blue  Cross,  Blue  Shield,  and  all  but  two  other  private 
intermediaries,  use  record  retrieval  systems  "which 
cannot  be  abused  by  any  employe  of  a  private  contrac- 
tor either  in  an  authorized  or  unauthorized  manner," 
said  Moss. 


The  HEW  Department  has  published  final  regula- 
tions under  which  Medicare  providers  may  obtain  ju- 
dicial review  of  any  final  decision  of  the  Provider 
Reimbursement  Review  Board,  or  of  any  reversal, 
affirmance,  or  modification  by  the  secretary. 

The  five-member  Provider  Reimbursement  Review 
Board  hears  Medicare  appeals  by  institutional  health 
care  providers  who  disagree  with  the  cost  determina- 
tions made  by  health  insurance  organizations  acting  as 
fiscal  intermediaries  in  Medicare  hospital  insurance. 

Under  the  regulations ,  a  Medicare  provider  may  file 
for  judicial  review  by  a  federal  court  after  the  final 
decision  of  the  Provider  Reimbursement  Board,  or  the 
HEW  secretary,  but  must  do  so  within  60  days  of  the 
final  decision. 

HEW  can  review  any  decision  of  the  board  but  must 
do  so  within  60  days  after  the  provider  has  been 
notified  of  the  board's  decision. 


The  Medical  Screening  Program  for  children  of  poor 
parents  has  come  under  new  attack.  The  Southern 
Regional  Council,  a  private  research  group,  said  a 
study  of  23  southern  communities  revealed  "evidence 
of  bureaucratic  and  polidcal  resistance  to  meeting  the 
health  needs  of  the  program's  relatively  small  target 


population  —  those  under  21  years  of  age  who  are 
eligible  for  Medicaid." 

Rep.  John  Moss  (D-Calif. ),  chairman  of  the  House 
Commerce  Subcommittee  on  Oversight  and  Investi- 
gations, has  been  a  severe  critic  of  HEW's  operation 
of  the  early  and  periodic  screening,  diagnosis  and 
treatment  program.  The  Regional  Council's  report 
supported  the  Moss  subcommittee's  earlier  findings  of 
lack  of  progress  in  the  program. 

The  criticism  is  expected  to  be  used  to  advance  the 
cause  of  proposals  in  Congress  to  federalize  Medicaid 
and  to  install  new  federal  benefits  for  children  and 
mothers. 


The  American  Association  of  Ophthalmology 
(AAO)  has  endorsed  the  national  health  insurance 
plan  backed  by  the  AMA  in  a  position  paper  distrib- 
uted to  all  members  of  Congress. 

The  association  said  ophthalmologists  support  the 
concept  of  legislation  proposed  by  the  AMA  which 
"federalizes  Medicaid,  makes  available  variable  tax 
allowances  toward  the  purchase  of  health  insurance 
depending  on  the  taxpayers'  taxable  income,  and  of- 
fers catastrophic  insurance  to  all." 

The  AAO  said  its  membership  "is  aware  that  im- 
provements are  needed  in  care  and  financing  of  care  in 
underserved  areas  which  include  the  inner  city,  some 
remote  rural  areas,  and  for  certain  underprivileged 
population  groups.  Provision  for  expensive  catas- 
trophic illness  is  also  necessary.  It  is  aware  that  fiscal 
limits  are  dictated  lest  this  nation  err  as  have  other 
countries  that  have  overburdened  their  taxpayers 
with  excessive  program  costs." 


Harley  M.  Dirks,  former  chief  staff  member  of  the 
Senate  Appropriations  Subcommittee  on  Labor  and 
Health,  Education  and  Welfare,  has  joined  the  AMA's 
Washington  Office  as  an  assistant  director  in  the  Con- 
gressional Relations  Department. 

Dirks,  48,  a  native  of  the  state  of  Washington,  is  a 
well-known  figure  in  the  nation's  capital  in  the  health 
field.  As  chief  staff  man  on  the  Senate  subcommittee. 
he  developed  a  thorough  knowledge  of  the  workings  of 
health  both  in  the  executive  and  legislative  fields.  A 
book  on  Congress  entitled  "The  Dance  of  Legisla- 
tion," published  several  years  ago,  referred  to  Dirks 
as  "an  almost  legendary  figure  on  Capitol  Hill"  due  to 
his  influence  and  expertise  in  the  health  funding  arena. 
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Book  Reviews 


CcnfcJcriilc  Slates  Medical  and  Siir,i;ical  Journal.  Pub- 
lished under  the  auspices  of  the  Library  of  the  New  York 
Academy  of  Medicine,  with  an  Introduction  by  WiMiam  D. 
Sharpe,  M.D.  225+  pp.  New  Jersey:  The  Scarecrow  Press. 
Inc..  1976.  $22.50 

The  generosity  of  the  United  States  to  its  defeated 
enemies  is  legendary,  pursued  to  the  point  where  cari- 
cature —  the  hilarious  movie  "The  Mouse  That 
Roared"  is  an  example  —  seems  fitting.  Perhaps  it  was 
this  tradition  which  led  the  Library  of  the  New  York 
Academy  of  Medicine  to  reproduce  by  photo  offset 
the  14  issues  representing  the  life  span  of  the  Confed- 
erate States  Medical  and  Surgical  Journal.  The  origi- 
nals, all  of  great  rarity,  came  from  the  libraries  of  the 
Medical  College  of  Virginia,  Chapel  Hill  and  the  New 
York  Academy  of  Medicine.  Even  with  several 
sources  to  choose  from,  the  reproductions  at  times 
were  difficult  to  make.  That  aside,  the  effort  is  a 
splendid  one  and  the  profession,  especially  here  in  the 
south,  owes  our  New  York  colleagues  a  great  deal. 

The  first  issue  of  the  Journal  —  privately  printed  but 
semiofficial  —  appeared  in  January,  1864,  the  last  in 
February,  186?;  the  last  contains  no  warning  that  the 
end  had  come.  By  April,  1865.  Richmond  had  fallen 
and  no  doubt  publication  ceased  as  the  affairs  of  that 
city  became  more  difficult  to  conduct.  The  fall  of 
Richmond,  and  the  fire  that  followed,  destroyed  the 
records  of  the  Surgeon  General.  Thus  there  has  never 
been,  and  will  never  be,  any  Southern  equivalent  to 
the  monumental  "Medical  and  Surgical  History  of  the 
War  of  the  Rebellion"  which  gives  such  a  good  ac- 
count of  medical  matters  on  the  Northern  side.  Our 
heritage  is  in  this  volume,  and  in  the  many  journals 
kept  by  Southern  medical  men,  e.g.  Dr.  Louis  Shaff- 
ner's  grandfather's  diary  (N.C.  Med  J  27:409,  1966). 

There  is  an  excellent  preface  by  Dr.  William  D. 
Sharpe,  highlighting  the  articles  in  the  series  and  put- 
ting into  perspective  a  number  of  them.  He  has  taken 
the  trouble  to  look  in  other  journals  of  those  days  for 
items  which  complement  the  topics  discussed  by  the 
Southern  authors.  Dr.  Sharpe's  contribution  makes 
the  utility  of  the  reprint  much  greater. 

North  Carolinians  will  find  some  of  the  material 
especially  interesting.  In  February.  I864(  1: 17)  there  is 
an  excellent  account  of  the  1 862  yellow  fever  outbreak 
in  Wilmington  (described  as  "tropical").  Pages  152 
and  176  of  the  first  volume  list  confederate  medical 
installations  including  North  Carolina  hospitals  and  a 
"medical  laboratory"  in  Lincolnton,  in  charge  of  Sur- 
geon A.  S.  Piggott. 

The  content  of  the  journals  can  be  divided  into 


original  articles,  statistical  reports,  reviews  of  medical 
activities  elsewhere  (chiefly  Europe)  and  editorial 
comments.  A  few  obituaries  are  included.  Military 
medicine  forms  a  large  part,  but  by  no  means  all.  of  the 
original  contributions.  Much  of  it  is  grim,  but  there  are 
occasional  lighter  touches,  such  as  reprinting  a  note 
from  Punch  on  the  status  of  army  surgeons  in  Britain 
(2:12,  Feb.  1865). 

The  volume  can  be  highly  recommended  to  anyone 
with  an  interest  in  Southern  medicine  during  the  War 
Between  the  States.  Not  only  does  it  have  antiquarian 
interest,  but  many  items  bring  out  clearly  the  human 
and  professional  concerns  of  our  medical  forbears, 
and  help  us  to  place  values  more  properly  on  what  we 
do  in  practice  today. 

Robert  W.  Prichard,  M.D. 


The  Medical  School  Admission  Adviser.  By  Marvin  Fogel. 
M.D..  and  Mort  Walker.  D.P.M.  264  pp.  New  York:  Haw- 
thorn Books.  Inc.,  1976.  $5.95. 

Last  year  approximately  27,000  applicants  tried  un- 
successfully to  enroll  in  the  nation's  first-year  medical 
classes.  In  many  cases  this  lack  of  success  could  be 
attributed  to  poor  premedical  advice,  or  no  advice  at 
all.  The  book  by  Drs.  Fogel  and  Walker  is  thus  a 
timely,  practical  and  realistic  guide  which,  although 
designed  for  the  marginally  acceptable  candidate,  is 
equally  useful  to  all  applicants  and  even  to  those  who 
may  be  called  upon  to  offer  premedical  counseling. 

The  choice  of  medicine  as  a  career  should  be  made 
with  the  clear  and  practical  knowledge  that  the  path- 
way will  be  long,  arduous  and  expensive.  Chances  of 
acceptance  by  a  medical  school  are  increased  when 
the  individual  enrolls  in  a  college  with  a  high 
applicant-acceptance  ratio.  An  outstanding  academic 
record  is  essential.  Conversely,  three  years  of  poor 
undergraduate  grades  will  usually  place  medical 
school  beyond  reach.  Many  applications  are  unsuc- 
cessful because  they  are  late,  are  forwarded  to  in-state 
medical  schools  only,  or  are  sent  to  out-of-state 
schools  which  accept  few  out-of-state  residents.  Slo- 
venly dress  at  interviews  does  not  inspire  the  confi- 
dence of  the  interviewer,  and  an  unsolicited  and  ill- 
informed  discourse  on  the  weaknesses  and  injustices 
of  today's  health  care  delivery  does  nothing  to  aid  the 
cause  of  a  prospective  student. 

The  book  also  discusses  alternatives  for  unsuccess- 
ful applicants,  including  paramedical  fields  and 
foreign  medical  schools  (listed  with  addresses  and 
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fees)  and  the  pathways  by  which  those  choosing  the 
latter  can  re-enter  the  mainstream  of  American 
medicine. 

The  book  ends  with  a  checkhst  which  guides  the 
applicant  chronologically  through  each  step  of  the 
admission  process.  It  is  a  book  that  should  be  in  the 
library  of  every  premedical  adviser. 

B.  Lionel  Truscott.  M.D. 

Review  of  Mediml  Mu  robmloiix.  12th  Ed.  Bv  Ernest 
Jawetz.  Ph.D..  M.D..  Joseph  L.  Melnick.  Ph.D..' and  Ed- 
ward A.  Adelberg.  Ph.D.  542  pp.  Los  Altos.  Cahfomia: 
Lange  Medical  Pubhcations.  1976.  SIO. 

We  have  recently  had  the  opportunity  to  evaluate 
the  12th  edition  of  the  Review  of  Medical  Microbiol- 
ogy by  Jawetz.  Melnick  and  Adelberg.  The  authors' 
stated  intention  in  preparing  this  edition  w  as  to  make  a 
reasonably  comprehensive,  current  and  accurate  ref- 
erence in  medical  aspects  of  microbiology  for  medical 
students,  house  officers  and  practicing  physicians. 

This  book  presents  a  broad  background  in  microbial 
genetics,  metabolism  and  growth  characteristics 
which  are  necessary  for  a  conceptual  understanding  of 
clinical  infectious  diseases.  The  sections  on  immunol- 
ogy and  antimicrobial  chemotherapy  are  informative 
and  concise  without  becoming  involved  in  details 
beyond  the  scope  of  the  authors"  stated  intentions. 

The  authors  have  included  an  extensive  section  on 
virology  which  presents  current  information  in  a  read- 


able format.  This  section  is  one  of  the  best  in  the  book 
and  provides  the  reader  with  an  understanding  of  viral 
structure,  genetics  and  disease  processes.  In  addition 
to  clinical  viral  syndromes,  the  authors  also  discuss 
oncogenic  viruses.  This  latter  topic  is  certainly  to 
become  more  important  in  the  future,  and  the  reader 
of  this  section  will  benefit  from  this  chapter. 

The  final  segment  of  this  book  deals  with  medical 
parasitology.  The  discussions  are  adequate. 

Perhaps  the  only  areas  which  might  be  improved  in 
later  editions  v\ould  be  a  deeper  discussion  on 
anaerobic  culture  techniques  from  clinical  sources, 
including  blood.  Information  on  differential  culture 
techniques  using  selective  and  inhibitory  media  is 
quite  limited. 

The  \2th  ediliou  of  Rev  ie\v  of  Medical  Microbiology 
provides  an  excellent  reference  for  a  current  under- 
standing of  fundamental  bacterial  and  viral  genetics,  a 
conceptual  understanding  of  antibiotics  and  an  ap- 
preciation of  the  immune  system.  As  a  bacteriologic 
reference,  this  book  is  adequate  with  the  previously 
noted  reservations  about  information  on  anaerobic 
cultures  and  differential  microbiology. 

This  edition  should  be  of  greatest  use  to  medical 
students  and  physicians  w  ho  require  a  ready  reference 
on  microbiology. 

John  King.  M.D. 
Charles  E.  McCall.  M.D. 
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OFFICIAL  CALL 
HOUSE  OF  DELEGATES 

pursuant  to  the  Bylaws,  Chapter  IV,  Section  1: 

HOUSE  OF  DELEGATES 
Meetings  scheduled 

IVotice  to:  Delegates,  Alternate  Delegates,  Officials 
of  the  IVorth  Carolina  Medical  Society,  and  Presidents 
and  Secretaries  of  county  medical  societies. 

Sessions  of  the  HOUSE  OF  DELEGATES  will  convene  in 
the  Cardinal  Ballroom,  Pinehurst  Hotel,  Pinehurst,  North 
Carolina,  at  the  following  times: 

Thursday,  May  5,  1977—2:00  p.m.— Opening  Session 
Saturday,  May  7,  1977 — 2:00  p.m. — Second  Session 


A  member  of  the  CREDENTIALS  COMMITTEE  will  be  present  at  the 
Desk  in  the  Hotel  West  Lobby.  Thursday.  May  5.  1977,  from  8:30  a.m. 
to  12:30  p.m.  to  certify  Delegates.  Delegates  are  urged  to  bring  their 
Credential  Cards  for  presentation  at  the  Registration  Desk.  Delegate 
Badges  must  be  worn  to  be  seated  in  the  HOUSE  OF  DELEGATES. 


REFERENCE  COMMITTEE 
HEARINGS 

Reference  Committee  hearings  are  scheduled  to  begin  Friday,  May  6,  1977,  at  2:00  p.m. 


Jesse  Caldwell,  M.D.,  President 
Marvin  N.  Lymberis,  M.D.,  Speaker 
Jack  Hughes,  M.D.,  Secretary 
William  N.  Hilliard,  Executive  Director 
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Classified  Ads 


CONFERENCES  FOR  MEDICAL  PROFESSIONALS.  A  calendar 
listing  of  over  500  national  international  meetings,  conferences  and 
seminars  in  tiie  medical  sciences  for  1977.  All  medical  specialties 
included.  Send  a  $10.00  check  or  money  order  payable  to  Profes- 
sional Calendars,  P.O.  Box  40083,  \Va.shington.  D.C.  20016. 

Internist,  thirty  years  old.  ABIM  I  niyersity  trained  with  one  year  of 
Hematology  experience  desires  practice  opportunity  in  the 
Durham,  North  Carolina  area.  Reply  to  .Joseph  R.  Holachan, 
.M.D.,  2042  West  Magnolia,  San  Antonio,  Texas. 

PHYSICIAN  LOANS  BY  MAIL  Signature  only.  $5,000  to  $25,000. 
Lse  for  Starting  New  Practice,  Equipment  Purchase.  In\estment, 
etc.  For  information  in  strict  confidence  Hhte:  W  .  \ern  Britton. 
Pres..  Financial  Resources  Co.,  Box  502,  Richmond,  \  irginia 
23204 


EMERC,ENC\  PHYSR  lANS  W  ANTED:  Hospital  seeking  to  begin 
full  time  emergency  physician  coyerage.  Need  two  men  at  this  time. 
Prefer  Emergency  Medical  Trained  .Men;  howeyer,  not  necessary. 
Graduate  of  American  Medical  School.  Salary,  $50,000  range. 
Excellent  area  for  hunting,  fishing,  water  sports,  etc.  Contact:  John 
P.  Dayis,  Administrator,  Beaufort  County  Hospital,  East  12th 
Street,  Washington,  N.C.  27889. 


PH^  SIC  LANS  NEEDED:  M.D.'s  haying  completed  or  near  comple- 
tion of  internships  or  residencies  for  hospitalclinics  flight  surgeon 
duties.  Choice  of  duly  station.  $30,000-40,000  starting  salary, 
tray  el  and  relocation  expenses  paid,  30  days  paid  \acation  annu- 
ally, duty  rotation  allows  excellent  family  life.  Contact  LT.  Ron 
Hewett.  Nayy  Physician  Programs,  Nayy  Recruiting  District,  P.O. 
Box  18568.  Raleigh,  N.C.  27609  or  call  coUect  (919)  872-2547. 


Febrlarv   1977,  NCMJ 
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WINCHESTER 

"CAROLINAS'  HOUSE  OF  SERVICE" 


Winchester  Surgical  Supply  Company 

200  South  TorrenceSt.         Charlotte,  N.C.  28204 
Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.         Greensboro.  N.C.  27401 
Phone  No.  919-272-5656 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  etjuip  many  new  Doctors  beginning  practice  each  year,  and  invite  ynur  iniiuiries. 

Our  salesmen  are  located  in  all  parts  ot  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921.  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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THE 
ANXIETY-SPECIFIC. 

•  a  predictable  pattern  of  patient  response 

•  seldom  associated  with  serious  side  effects,  in  proper  dosage 

•  rarely  interferes  with  mental  acuity 

•  used  concomitantly  with  many  primary  medications 

•  three  dosage  strengths  meet  most  patient  needs 

UBRIUM  ^ 

chlordiazepoxide  HCI  Roche 


Before  prescribing,  please  consult  com- 
plete product  information,  a  summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states 

Contraindications:  Patients  witti  l<nown 
tiypersensitivity  to  ttie  drug. 
Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  {eg,  operating 
machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  in- 
crease dosage:  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possi- 
bility of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  toler- 
ated. Not  recommended  in  children  under 
six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 


5mg,10mg,  25mg  capsules 

Lihritabs*  (chlordiazepoxide)  a\'ailable 
in  5mg,  lOmg  and  25  mg  tablets. 


tropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Ob- 
serve usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (eg.,  excitement,  stimu- 
lation and  acute  rage)  have  been  reported 
in  psychiatric  patients  and  hyperactive  ag- 
gressive children  Employ  usual  precau- 
tions in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants:  causal  relation- 


ship has  not  been  established  clinically 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunc- 
tion have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted 
therapy 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
M\\d  and  moderate  anxiety  and  tension, 
5  or  1 0  mg  t.i-d.  or  qJ.d.:  severe  states, 
20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients- 
5  mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium'?''  (chlordiazepoxide  HCI) 
Capsules,  5  mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose?'  packages  of 
100,  available  in  trays  of  4  reverse-num- 
bered boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10. 
Libritabs'^  (chlordiazepoxide)  Tablets, 
5  mg,  1 0  mg  and  25  mg— bottles  of  1 00 
and  500.  With  respect  to  clinical  activity, 
capsules  and  tablets  are  indistinguishable. 


Roche  Laboratories 

Division  ol  Hollmann-La  Roche  Inc 

Nutley  New  Jersey  07110 

Please  see  followin.t;  pa,ye. 


THE 
ANXIETY-SPECIFIC. 

Since  its  discovery  in  the  research  laboratories  at  Roche,  Librium 
has  been  the  object  of  ongoing  pharmacologic  and  clinical  investigation. 

The  published  record  on  Librium  is  enormous.  So  large,  in  fact,  we 
put  it  into  a  computer  literature  retrieval  system  to  make  it  more  accessible 
in  answering  your  inquiries.* 

It's  a  record  that  reveals  a  consistent  pattern  of  patient  response. 
A  highly  favorable  benefits-to-risk  ratio.  And  minimal  interference  with 
many  primary  medications.  .  -^^r-,  •> 

Doing  one  thing  \AleE/&^Gally,inar^?what  Librium  is  all  about. 

L  1  'B  R  x\  R  Y 


LIBRIUM  ^^ 

chlordiazepoxide  HCI  Roche 
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ROCHE 


If  you  have  a  question  about  Litrium 
or  Linv  other  Roche  product,  write  to 
Protessional  Services.  Roche  Laboratories, 

Nutley.  New  Jersey  071 10. 

Please  see  preceding  page 
for  a  summary  of 
product  information. 
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IN  THIS  ISSUE: 

CURRENT  THERAPY:  New  Non-Steroidal  Anti-Inflammatory  Drugs:  Frank  W.  Kilpatrick,  M.D.,  and  Nortin  M.  Hadler,  M.D. 

Radionuclide  Scanning  in  the  Diagnosis  of  Splenic  Injury:  A  Case  Report:  Ahmed  H.  Naga,  M.D.,  Edward  L.  Boyette,  M.D,,  and  Gary  L. 
Broadrick,  M.D. 
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A  Private  Practice  Management  of  Mid-Trimester  Abortion:  John  W.  Tidwell,  II,  M.D.,  F.A.C.O.G.,  and  Kenneth  L.  Oliver,  M.D.,  F.A.C.O.G. 

Macrodactylism:  James  G.  Boyes,  Jr.,  M.D.,  and  James  P.  Hamilton,  M.D.  i  ri-.  .  ^ 
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From  Lilly/Dista  Research 

NALFON 

fenoprofen  calcium 

300-mg:  Pulvules® 


OISTA 


Dista  Products  Company 

Division  of  Ell  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg,  of  ttie  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 


1977  ANNUAL  SESSIONS 
May  5-8 — PInehufst 


1977  Committee  Conclave 
Sept.  21-25— Southern  Pines 


1978  Leadership  Conference 
January  27-28 


A  character 
\  3^  all  its  own. 

Valium  (diazepam)  is  a 
benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  has  been  described 
as  more  potent  mg-per-mg  than  other 
available  anxiolytic  benzodiazepines. 
Pharmacokinetically,  only  Valium  pro- 
vides active  diazepam  as  well  as  the 
active  metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far  more 
significant.  That's  because  of  the  patient 
response  obtained  with  Valium.  A  re- 
sponse which  brings  a  calmer  frame  of 
mind.  A  response  which  has  a  pro- 
nounced effect  on  the  somatic  symp- 
toms of  anxiety,  particularly  muscular 
tension.  A  response  which  helps  the  pa- 
tient feel  more  like  himself  again  be- 
cause of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety  and 
psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a  problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simultane- 
ous ingestion  of  alcohol. 

Unquestionably,  many  psychother- 
apeutic agents,  including  other  benzo- 
diazepines, have  antianxiety  effects. 
But  one  fact  remains:  you  get  a  certain 
kind  of  patient  response  with  Valium. 
It's  a  response  you  want.  A  response 
you  know.  A  response  you  trust  as  part 
of  your  overall  management  of  anxiety 
and  psychic  tension, 

Valium^ 

(diazepam) 

2-mg,  5-mg,  lOmg  scored  tablets 

a  prudent  choice  in  psychic 

tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a  summary  of  which  follows: 
Indications:  Tension  and  anxiety  states,  somatic 
complaints  whiicti  are  concomitants  of  emotional  fac- 
tors; psychoneurotic  states  manifested  by  tension, 
anxiety  apprehension,  fatigue,  depressive  symptoms 
or  agitation,  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal,  adiunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor  neuron  dis- 
orders, athetosis:  stiff-man  syndrome:  convulsive 
disorders  (not  for  sole  therapy) 

Contraindicated:  Known  hypersensitivity  to  the 
drug  Children  under  6  months  of  age  Acute  narrow 
angle  glaucoma,  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate 
therapy 

Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  When  used  ad|unctively 
in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and'or  seventy  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication,  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity 
of  seizures  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and  al- 
cohol) have  occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating)  Keep 
addiction-prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to  habituation 
and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  al- 
most always  be  avoided  because  of  In- 
creased risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully  phar- 
macology of  agents  employed,  drugs  such  as 
phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its 
action  Usual  precautions  indicated  in  patients  se- 
verely depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated 
to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  laundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor  vertigo,  urinary  re- 
tention, blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity  insomnia,  rage,  sleep  dis- 
turbances, stimulation  have  been  reported,  should 
these  occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  laundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nufley  New  Jersey  07110 


Our  therapy  for 
disability! 

When  you  are  disabled,  the  last  thing  you  should  have  to  worry  about  is  how  you're 
going  to  keep  your  family  living  in  the  manner  to  which  they  ore  accustomed. 

That's  why  we  hove  designed  a  program  of  Disability  Income  Protection  for  younger 
doctors.  Should  you  become  disabled  and  unable  to  work  as  a  result  of  a  covered 
illness  or  injury,  this  program  can  provide  you  with  a  regular  monthly  income.  So  that 
you  can  pull  yourself  through  a  disability,  maintain  your  independence  and  keep 
your  self-respect. 


Whaf  s  more,  these  benefits  are  paid  directly  to  you  to  use  as  you  see  fit.  Whether  you 
use  them  for  normal  day-to-day  necessities,  office  expenses  or  whatever— it 
doesn't  matter.  And  on  top  of  that.  Disability  Income 
benefits  ore  tax-free  under  present 
federal  income  tax  laws. 


k 


If  you're  under  age  55  and  a  member  of  the 
North  Carolina  Medical  Society,  just  fill  out  the 
coupon  below  and  mail  it  today. 
Mutual  of  Omaha 
will  provide  personal 
service  in  furnishing  the 
full  details.  Of  course, 
there  is  no  obligation. 


]      Mutual  jO 

PAY. — 


!.■: 


0  il11375 
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Dr.  Uarolci  Gordon 
13904  KasMnqton  Circle 
:-ilvau:«e,  MI   41402 
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UNDERWRITTEN    BV 


Mutual 
^maha 


People  ijou  can  count  on... 

Life  Insurance  Affiliate; 

United  of  Omaha 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE   OMAHA,  NEBRASKA 


-  -  ---'rjr-^i^'^7;c'o^'?'"d------ 


\„^--^  Mutual  of  Omaha  Insurance  Company 

Dodge  at  33rd  Street  ■  Omaha.  Nebrasko  68131 

I  am  interested  in  learning  more  about  the  program  ot  Disability  Income 
Protection  available  to  members  of  the  North  Carolina  Medical  Society 
who  are  under  age  55 

Name 


Address 
City  


State. 


ZIP  Cods 
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I 
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AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 

11091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 

NEW  DIAGNOSTIC 
SERVICES  IN: 

TRANSMISSION  ELECTRON  MICROSCOPY  (TEM) 

ULTRATHIN  SECTION  STUDIES  ON: 

BIOPSY  TISSUE 

CELLS 

VIRUSES 

BACTERIA 

RICKETTSIA 

FUNGI 


IMMUNO-ELECTRON  MICROSCOPY 

NUCLEIC  ACID  VISUALIZATION 

AUTORADIOGRAPHY 

FREEZE  FRACTURE  AND  ETCHING 

Analysis  of  fine  structural  alterations  in  diseased  tissue  are  becoming  a 
common  feature  in  many  of  the  reports  now  appearing  in  publications 
related  to  pathology.  This  applies  to  both  experimental  pathology  and  more 
recently  to  diagnostic  pathology.  Transmission  Electron  Microscopy  (TEM) 
has  progressed  from  being  a  status  symbol  employed  by  few  specialists,  to 
the  stage  where  it  is  gaining  acceptance  as  a  diagnostic  tool. 

We  are  happy  to  announce  the  additional  service  of  electron  microscopy 
to  our  laboratories.  This  is  the  first  instance  of  diagnostic  electron 
microscopy  being  offered  in  the  Metropolitan  Washington  area  on  a 
service  basis. 

AMERICAN  MEDICAL  LABORATORIES  is  a  full-service  laboraton/, 
operated  and  supervised  by  pathologists,  and  dedicated  to  providing 
prompt  and  accurate  results. 

GENTLEMEN:  PLEASE  SEND  ME 

D  A  Copy  of  Your  Professional  Services  Manual 

D  A  Copy  of  Your  Capabilities  Brochure 

n  Electron  Microscopy  Special  Mailing  Containers  and  Request  Forms 


NAME 


ADDRESS 


Box  or  menthol: 
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lowest. 

See  how  Cailton  stacks  clown  in  tar. 
Look  at  the  latest  U.S.  Goveninient  figures  for: 
The  10  top  selling  cigarettes 


tar  mg 
cigarette 

nicotine  mg  / 
cigarette 

Brand  P  Non-Filter 

25 

1.6 

Brand  C  Non-Filter 

23 

1.4 

Brand  W 
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12 

Brand  W  1 00 
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12 
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11 

Brand  S  Menthol 
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1  2 

Brand  S  Menttiol  100 

18 

12 

Brand  BH  100 

18 

1  0 

Brand  M  Box 

17 

1  0 

Brand  K  Menthol 

17 

1.4 

Other  cigarettes  that  call 
themselves  low  in  "tar" 

lar  mg  /                     nicotine  mg  / 
cigarette                     cigarette 

Brand  P  Box 

15 

0.8 

Brand  K  Mild 

14 

09 

Brand  W  Lights 

13 

09 

Brand  M  Lights 

13 

08 

Brand  D 

13 

09 

Brand  D  Menthol 

11 

08 

Brand  V  Menthol 

11 

0.7 

Brand  V 

10 

07 

Brand  M  Menthol 

8 

0.5 

Brand  M 

8 

05 

Carlton  Soft  Pack                        1 
Carlton  Menthol          less  than    1 
Carlton  Box                 less  than  '1 

-^Av  per  cigarerte  by  FTC  method 

Les, 

0.1 

0.1 

*0.1 

sth 

Warning:  The  Surgeon  General  Has  Determined 
That  Cigarette  Smoking  Is  Dangerous  to  Your  Health. 

Soft  pack-1  mg. 
Menthol-less  tnan  1  mg. 
Box='=-less  than  1  mg. 


an 


Of  all  brands,  lowest     Carlton  70:  less  than  0  5  mg   lar. 
05  mg   nicotine  av  per  cigarette.  FTC  Report  DEC    76 

Soft  Pack  and  Menthol:  1  mg.  "lar",  0.1  mg.  nicotine  av.  per  cigarette,  RC  Report  DEC.  76. 
Box-.  1  mg.  "tar",  0.1  mg.  nicotine  av.  per  cigarette  by  FTC  method. 
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'MR.. .A  BASIC  NEED  FOR  LIFE  SUPPORT" 


Announcing  NEW 


(dyphylline,  400-mg  tablets 


A  basic  n^arortheDronchosp^      -.-——— 

■  A  single-entity  theophylline  derivative 

■  Therapeutically  effective 

■  High  solubility  forpredictable  absorptiorh*^ 


» -i,-**^  -^ 


^     ■  Doses  required  to  achieve  tff#apeutic 
_     levels  are  readily  tolera,^d%ith'tr    '    - 
^"^g*  little  to  no  gastric  distress. 


ap»-.« 


LUN«  (dyphylline) 

.LLIN®-400  (dyphylline)  Tablets 

lowing  is  a  Brief  Summaiy: 
Iniilcatlons:  For  relief  of  acute  bronchial  asthma  and  tor^v 
bronchospasm  associated  with  chronic  broi' 


Frently  with  other 


any  of  its  components.  ■  ' 
Dyphylline  should  not  be  admi 
preparations.  liSHb^ 

Precautions:  Use  with  caution  in  palletns'Aith.s^erecardiadidij  , 
hypertension,  hyperthyroidism,  or  acute  myocardial  injury.  PartiWIar 
caution  in  dose  administration  must  be,exercised  in  patients  with  pep- 
tic ulcers,  since  the  condition  may  be  exacerbated.  Chronic  oral 
administration  in  high  doses  (500  to  1,000  mg)  is  usually  associated 
with  gastrointestinal  irritation.  *' 

Great  caution  should  be  used  in  giving  dyphylline  to  patients  in  conges- 
tive heart  failure.  Such  patients  have  shown  markedly  prolonged  blood 
level  curves  which  have  persisted  for  long  periods  following  discontin- 
uation of  the  drug.  ^^^ 

-'listing  which  followr^'" -^ 


I    nervous  system  stimulation:  irritability,  restlessness, 
nia,  reflex  hyperexcitability,  muscle  twitching,  clonic  and 
ic  generalized  convulsions,  agitation, 
ardlovascular:  palpitation,  tachycardia,  extrasystoles,  flushing, 
,,niarked  hypotension,  and  circulatory  failure. 

4.  Respirgtory:  tachypnea,  respiratory  arrest. 

5.  Renal:  albuminuria,  increased  excretion  ot.  renal  tubule  and  red 
blood  cells.  ,«,  ,*>#*% 

6.  OtheMiiever,  diilidration. . 

•..•DosagF^  ■  ■   ■'^■*    "■""    ■■      ■-         -      ■■ 
hours. I 

,titr|tiWto  the  conditToh  ^nd  response  of  the  patient,  with  therapeutic 
blood  levels  considered  to  be  between  10  mcg/ml  and  20  mcg/ml.  Levels 
above  20  mcg/ml  may  produce  toxic  effects. 
How  Supplied:  « 
-  LUFYLLIN*  Tablets^atontainine  200  r      '  ■■ '" 


mi^jl^^ '.  U*-^  liiiM-V^iti^J^.^til  :.l?.yZ;^-.'\ 


■'*♦*        tion. 
ig,  and  epigastric  paljijfc.     For  f 

ipck    Hiarrhpa  ^^^ 


irllBtemesis,  diarrhea. 


>»••    •*0' 


Mallinckrodt 


.  Pharmaceuticals 


^*. 


i 


^M'  ' 


"OF  THE  PHYSICIAN 

BY  THE  PHYSICIAN 

AND  FOR  THE  PHYSICIAN" 

THANK  YOU  PRESIDENT  LINCOLN. 


This  paraphrase  of  part  of  your  famous  Gettysburg  Address  best  describes  the  what, 
why,  where,  when  and  who  of  Medical  Liabihty  Mutual  Insurance  Company  of  North 
Carolina. 

Since  our  founding  just  one  short  year  ago.  Medical  Liability  Mutual  has  brought  about 
significant  changes  in  the  Professional  Liability  Insurance  market. 

To  list  just  a  few  of  these  accomplishments: 

1 .  Created  a  market  when  no  other  company  was  willing  to  write  Profes- 
sional Liability  Insurance. 

2.  Made  available  both  Claims  Made  and  Occurrence  forms  of  coverage. 

3.  Brought  competition  into  the  marketplace  which  suddenly  discovered 
the  desirability  of  your  insurance. 

4.  Reduced  rates  —  reversing  a  trend  of  rising  rates  for  many,  many  years 
by  the  insurance  industry. 


Km- 


If  you  are  not  presently  insured  by  Medical  Liability  Mutual,  why  not  become  a  part  of 
your  Company  and  participate  in  this  year's  accomplishments.  Call  or  write  us  today  for 
information: 

MEDICAL  LIABILITY  MUTUAL  INSURANCE  COMPANY 

OF  NORTH  CAROLINA 

222  N.  Person  Street  P.O.  Box  27285 

Raleigh,  North  Carolina  27611         Phone:  919  828-9334 


JL  Dual  Cl)allei)§e 


antihypertensive  therapy 


to  lower 
blood  pressure 

effectively... 


without 
compromising 

existing 

cardiac 

output 


in  hypertension 

TABLETS:  250  mg,  500  mg,  and  125  mg 

ALDOMET(METH  YLDOPA I MSD) 

helps  lower  blood  pressure  effectively... 
usually  with  no  direct  effect  on 
cardiac  function- cardiac  output 
is  usually  maintained 

ALDOMET  is  contramdicated  in  active  hepatic  disease,  hypersensitivity  to  the  drug,  and  if 
previous  methyldopa  therapy  has  been  associated  with  hver  disorders. 
It  is  important  to  recognize  that  a  positive  Coombs  test,  hemolytic  anemia,  and  liver  disorders 
may  occur  with  methyldopa  therapy  The  rare  occurrences  of  hemolytic  anemia  or  liver  disorders 
could  lead  to  potentially  fatal  complications  unless  properly  recognized  and  managed.  For  more 
details  seethe  brief  summary  of  prescribing  information. 

For  a  brief  summary  of  prescribing  information,  please  see  following  page. 


MSD 


^I\ 


in  hypertension 

ALDOMET 

(METHYLDOmlMSD) 

helps  lower 
blood  pressure 
effectively... 
usually  with  no 
direct  effect  on 
cardiac  function- 
cardiac  output  is 
usually  maintained 


Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis:  if  previous 
methyldopa  therapy  has  been  associated  with  hver 
disorders  (see  Warnings),  hypersensitivity 
Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  liemolytic  anemia,  and 
liver  disorders  may  occur  with  methyldopa 
therapy  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 
With  prolonged  methyldopa  therapy,  10%  to  20°o  of 
patients  develop  a  positive  direct  Coombs  test, 
usually  between  6  and  12  months  of  therapy  Lowest 
incidence  is  at  daily  dosage  of  1  g  or  less  This  on 
rare  occasions  may  be  associated  with  hemolytic 
anemia,  which  could  lead  to  potentially  fatal  com- 
plications One  cannot  predict  which  patients  with  a 
positive  direct  Coombs  test  may  develop  hemolytic 
anemia  Prior  existence  or  development  of  a  positive 
direct  Coombs  test  is  not  in  itself  a  contraindication 
to  use  of  methyldopa  If  a  positive  Coombs  test 
develops  during  methyldopa  therapy,  determine 
whether  hemolytic  anemia  exists  and  whether  the 
positive  Coombs  test  may  be  a  problem  For  exam- 
ple, in  addition  to  a  positive  direct  Coombs  test 
there  is  less  often  a  positive  indirect  Coombs  test 
which  may  interfere  with  cross  matching  of  blood 
At  the  start  of  methyldopa  therapy  it  is  desirable  to 
do  a  blood  count  (hematocrit,  hemoglobin,  or  red 
cell  count)  for  a  baseline  or  to  establish  whether 
there  is  anemia  Periodic  blood  counts  should  be 
done  during  therapy  to  detect  hemolytic  anemia  It 
may  be  useful  to  do  a  direct  Coombs  test  before 
therapy  and  at  6  and  12  months  after  the  start  of 
therapy  If  Coombs-positive  hemolytic  anemia  oc- 
curs, the  cause  may  be  methyldopa  and  the  drug 
should  be  discontinued  Usually  the  anemia  remits 
promptly  If  not,  corticosteroids  may  be  given  and 
other  causes  of  anemia  should  be  considered  If  the 
hemolytic  anemia  is  related  to  methyldopa,  the  drug 
should  not  be  remstituted  When  methyldopa  causes 
Coombs  positivity  alone  or  with  hemolytic  anemia, 
the  red  cell  is  usually  coated  with  gamma  globulin  of 
the  IgG  (gamma  G)  class  only  The  positive  Coombs 
test  may  not  revert  to  normal  until  weeks  to  months 
after  methyldopa  is  stopped 
Should  the  need  for  transfusion  arise  in  a  patient 
receiving  methyldopa,  both  a  direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive  A  positive  direct 
Coombs  test  alone  will  not  interfere  with  typing  or 


cross  matching  If  the  indirect  Coombs  test  is  also 
positive,  problems  may  arise  in  the  ma|or  cross 
match  and  the  assistance  of  a  hematologist  or 
transfusion  expert  will  be  needed 
Fever  has  occurred  within  first  3  weeks  of  therapy, 
sometimes  with  eosmophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SCOT.  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2  to 
3  months  of  therapy  In  some  patients  the  findings 
are  consistent  with  those  of  cholestasis  Rarely  fatal 
hepatic  necrosis  has  been  reported  These  hepatic 
changes  may  represent  hypersensitivity  reactions, 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6  to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs  If 
fever  and  abnormalities  in  liver  function  tests  or 
laundice  appear,  stop  therapy  with  methyldopa  If 
caused  by  methyldopa.  the  temperature  and  abnor- 
malities in  liver  function  characteristically  have 
reverted  to  normal  when  the  drug  was  discontinued 
Methyldopa  should  not  be  remstituted  in  such  pa- 
tients 

Rarely,  a  reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen  Reversible  thrombocytopenia  has  occurred 
rarely  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur 
Patients  should  be  followed  carefully  to  detect  side 
reactions  or  unusual  manifestations  of  drug  idio- 
syncrasy 

Use  in  Pregnancy  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  requires  that  antici- 
pated benefits  be  weighed  against  possible  risks: 
possibility  of  fetal  in|ury  can  not  be  excluded 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings)  May  interfere  with 
measurement  of  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SCOT  by  colorimetric  methods  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported 
This  will  interfere  with  the  diagnosis  of  pheochro- 
mocytoma  It  is  important  to  recognize  this 
phenomenon  before  a  patient  with  a  possible  pheo- 
chromocytoma  is  subiected  to  surgery  Methyldopa 
IS  not  recommended  for  patients  with  pheochromo- 
cytoma  Urine  exposed  to  air  after  voiding  may 
darken  because  of  breakdown  of  methyldopa  or  its 
metabolites 

MSD  MERCK  SHARP  &  DOHME 


Stop  drug  If  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascu- 
lar disease  Patients  may  require  reduced  doses  of 
anesthetics,  hypotension  occurring  during  anes- 
thesia usually  can  be  controlled  with  vasopressors 
Hypertension  has  recurred  after  dialysis  in  patients 
on  methyldopa  because  the  drug  is  removed  by  this 
procedure 

Adverse  Reactions:  Central  nervous  system]: 
Sedation,  headache,  asthenia  or  weakness,  usually 
early  and  transient:  dizziness,  lightheadedness, 
symptoms  of  cerebrovascular  insufficiency, 
paresthesias,  parkinsonism,  Bell's  palsy  decreased 
mental  acuity,  involuntary  choreoathetotic  move- 
ments, psychic  disturbances,  including  nightmares 
and  reversible  mild  psychoses  or  depression 
Cardiovascular:  Bradycardia,  aggravation  of  angina 
pectoris  Orthostatic  hypotension  (decrease  daily 
dosage)  Edema  (and  weight  gam)  usually  relieved 
by  use  of  a  diuretic  (Discontinue  methyldopa  if 
edema  progresses  or  signs  of  heart  failure  appear) 
Gastrointestinal:  Nausea,  vomiting,  distention,  con- 
stipation, flatus,  diarrhea,  mild  dryness  of  mouth,  sore 
or  "black"  tongue,  pancreatitis,  sialadenitis 
Hepatic:  Abnormal  liver  function  tests,  laundice. 
liver  disorders 

Hematologic:  Positive  Coombs  test,  hemolytic 
anemia  Leukopenia,  granulocytopenia,  throm- 
bocytopenia. 

Allergic:  Drug-related  fever,  myocarditis 
Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarge- 
ment, gynecomastia,  lactation,  impotence,  decreased 
libido,  dermatologic  reactions  including  eczema  and 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 
Note:   Initial  adult  dosage  should  be  limited  to 
500  mg  daily  when   given   with   antihypertensives 
other  than  thiazides    Tolerance  may  occur,  usually 
between  second  and  third  month  of  therapy:  in- 
creased  dosage  or   adding  a   thiazide  frequently 
restores  effective  control    Patients  with  impaired 
renal  function  may  respond  to  smaller  doses.  Syn- 
cope in  older  patients  may  be  related  to  increased 
sensitivity  and  advanced  arteriosclerotic  vascular 
disease,  this  may  be  avoided  by  lower  doses 
How    Supplied:     Tablets,    containing    125  mg 
methyldopa  each,  in  bottles  of  100,  Tablets,  contain- 
ing  250  mg   methyldopa   each,    in    single-unit 
packages  of    100  and  bottles  of   100  and   1000: 
Tablets,  containing   500  mg  methyldopa  each,   in 
single-unit  packages  of  100  and  bottles  of  100 
For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  informa 
tion.  Merck  Sharp  &  Dohme,  Division  of  Merck  & 
Co.,  Inc..  West  Point,  Pa.  19486        j6amo7i707) 
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tolazamide,Upjohn 

Please  contact  your  Upjohn  representative  for  additional  product  information. 
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When  Big  Ben  looks"a  little  off:'.. 

Antivert  25 

(meclizine  HCl)  25  mg^  Tablets 

for  vertigo 


■  Most  Widely  Prescribed  — Antixert  is 

the  most  widely  prescribed  agent  for  the 
management  of  x'ertigo"  associated  with  dis- 
eases aftecting  the  vestibular  system  such 
as  Meniere's  disease,  labyrinthitis,  and  \'es- 
tibular  neuronitis. 

■  Relief  of  Nausea  and  Vomiting  — 
Anti\ert/25  can  relie\'e  the  nausea  and 
\'omiting  often  associated  with  \'ertigo:' 

■  Dosage  for  Verrigo"  —  The  usual  adult 
dosage  for  Anti\-ert/2  5  is  one  tablet  t.i.d. 

BRIEF  SUMM.^RY  OF  PRESCRIBING  INFORMATION 

I  I 

*INDICATIONS.  Based  on  a  review  of  this  drug  by 
the  National  Academy  of  Sciences— National  Research 
Council  and/or  other  intormation,  FDA  has  classified 
the  indications  as  follows : 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associ' 
ated  with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica- 
tions requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
(meclizine  HCl)  during  pregnancy  or  to  women  who  may 
become  pregnant  is  contraindicated  in  view  of  the  terato- 
genic effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12-15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg. /day  in  pigs  and  monkeys  did 
not  show  cleft  palate.  Congeners  ot  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have 
shown  a  previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a  car  or  operating 
dangerous  machinery. 

Usage  m  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore,  us.ige 
is  not  recommended  in  the  pediatric  age  group. 

Usage  117  Pregnancy:  See  "Contraindications." 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 
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SOCIETY   TO    CONSIDER  REVISED    CONSTITUTION  AND  BYLAWS:       Those  who   have    attended 
House  of  Delegates   sessions    over   the  years    recall   that  each  year   there   are   a  num- 
ber of  proposed   changes    in    the   Constitution  and  Bylaws.      Several  years    ago  work 
began  on  a  revised   document.      Someone  was   able    to  persuade   Louis   Shaffner,    M.D.    a 
past  president  of    the   society,    to    chair   this    important   committee.      The    revision 
was    approved  by    the   Executive   Council  at   its   meeting  on  January    30   and  will  be   pub- 
lished in   the  March   issue   of    the  North   Carolina  Medical  Journal.      The  matter  will 
be  proposed  at   the   annual   convention  of    the   society  on  May   5    and  will  be    referred 
to   a  special   reference   committee    chaired  by    immediate   past  president  James    E.    Davis, 
M.D. 


ANNUAL  CONVENTION  AT  PINEHURST:      Headquarters   staff,    committees    and  officers    are 
tooling   up    for    the   123rd   annual    session  of   the   North   Carolina  Medical   Society  which 
meets    in  Pinehurst  May  5-8.      The   list  of   certified  delegates    and  alternates  will  be 
published  in   the   program  and  is   impressive.      Speakers  Marvin  Lymberis ,   M.D.    and 
Henry   J.    Carr,    Jr.,    M.D.    are   at  work  on   the   agenda   and  selecting   the  members   of   the 
reference    committees.      Your  program  and  other  material  will   be    forwarded   to  you  in 
due   course . 


A>1A  MEETING   IN  SAN  FRANCISCO:      In  addition   to    the   usual  delegation  of   the   North 
Carolina  Medical   Society   to    the   annual    convention  of   the   AMA,   many   other  members 
of    the   society  are  planning   to   visit  San  Francisco   June   18-23   to    attend   the    conven- 
tion and  enjoy    the  beautiful    city  of   San  Francisco.      Bill  Hilliard  has    looked   at 
all  angles    trying   to   organize   some    type   of   group    tour  which  would   allow   for   reduced 
transportation  rates.      However,    it  appears    that   the   problems    are   insurmountable 
regarding   chartering  a  plane  or  making  some   type  of   "package   deal"  with   a   travel 
agency  which  would  require   using   certain  hotels   not    connected  with    the    convention. 
At   this    time    it   appears    that  members  will  need    to   make    their  own   transportation 
arrangements    and   the  hotel   assignments  will  be  made    through    the  AMA  Housing  Bureau. 


GOVERNOR'S    CONFERENCE  ON  THE   QUALITY   OF  LIFE   FOR  OUR  SENIOR   CITIZENS:      This   year 
the   North   Carolina  Medical  Society  is   again   taking  the    lead  in  producing  a  gover- 
nor's   conference.      On  June    29   and   30   at   the  new  Civic   Center   in  Raleigh  hundreds 
of  interested  individuals    in  North   Carolina  will   convene    to   attend   the  Governor's 
Conference   on   the   Quality   of  Life    for   our   Senior   Citizens.      Under   the    leadership 
,  of   C.    Clement   Lucas,    Jr.,   M.D. ,    chairman  of    the  steering   committee,    a   comprehen- 
sive  program  will  be  put   together.      Also,    the  headquarters    staff  has   been  used   to 
contact  numerous    agencies    throughout   the   state   requesting  names   of   interested  in- 
dividuals   to  be   invited   to    this    conference.      Response  has   been   tremendous    and 
invitations  will   go   out   at   the  proper   time. 


STEERING   COMMITTEE  FOR  THE  DAVIS    CAMPAIGN  CRANKS    UP:      As   has  been  mentioned  before, 
the   North   Carolina  Delegation   to    the   AMA  and    the   North   Carolina  Medical   Society 
intends    to  nominate  James    E.    Davis,    M. D.    for  Vice-Speaker  of   the  House   of  Delegates 
of   the  American  Medical  Association  at   the  meeting  in  San  Francisco   in  June.      Mean- 
while,   much  work  has    to  be   done    to    convince    the  some    250   delegates    that   Jim  Davis 
is    the  man   for   the  job.      David  G.    Welton,    M.D.,    Chairman  of    the   North   Carolina 
Delegation   is    also   chairman  of   the   steering   committee    for   the   Davis    campaign.      As 
most  of  you  know,    officers   in    the  AMA  and   the  House   of  Delegates    are   elected  by 
secret  ballot  and   considerable   political   activity  is    involved.      There   are    3   candi- 
dates   for   the  Vice-Speakership.      You   can  assist  your   fellow  North   Carolinian  by 
writing   to    friends   in  any   state   requesting  them  to    contact   their  AMA  delegate   and 
support  Jim  Davis    for  Vice- Speaker. 

MLM  GROWING  UP:      The  Medical   Liability  Mutual   Insurance   Company  of  North   Carolina 
is   now  about   18  months   old  and  is    a   thriving  organization.      One  only  needs    to  walk 
into    the  offices    of    the   company    to   see    the    "newsroom"   activity  which  is    going   on. 
The   annual   meeting   of   the  holders    of   guaranty   capital   certificates    and  policyhold- 
ers  of    the    company  was   held  on  January   29,    1977,    at  which    time    2  new   directors 
were  elected.      These   are   Thomas  H.    Irving,    M.D. ,   Wins  ton- Salem,    and  Thomas   L. 
Murphy,    M.D.,    Salisbury.      Incidentally,    there   are   a  few  guaranty   capital   certifi- 
cates  still   available    to   members    for   investment  purposes.      Although    the    company 
has    the   required  amount  of   guaranty    capital  on  hand  some   of   it  was   made   in   the 
form  of   a  donation  and  no    certificates  were   issued.      If  you  are   interested  in 
investing   $500   in    this  young   company  you  may   contact   the   office.       (P.    0.    Box  27285, 
Raleigh. ) 

SOCIETY  PARTICIPATION  MOVES    INTO  NEW  AREAS:      Following   the   Executive   Council  meet- 
ing on  January    30   several  problems  were   discussed  which  prompted   the    formation   of 
2  new   ad  hoc  committees.      One   is    the   ad  hoc  Committee   on  Proposed  Physician's 
Assistants   Programs  which   is    to   study    the  proposed  programs   in   technical  institutes 
and   community   colleges    throughout   the  state   and    to   make   recommendations    to    the 
Society  how  it   can  be   of   assistance.      The   ad  hoc   Committee   on   the  Troubled  Medical 
Provider  is    the   result   of    activity   in   the   area  of    the   impaired   or   disabled  phy- 
sician which   is    taking  place   in  a  number  of  states.      The   Society  is    fortunate   in 
having  Robert  W.    Gibson,    Jr.,    M.D,,    of  Morganton,    to    chair   this    committee.      Jack 
Evans,    M.D.,    Lexington,    Councilor  of   the  Ninth  Medical   District,   has   been  asked 
to   chair   the   ad  hoc   Committee   on  Proposed  Physician's   Assistants   Programs. 

WARNING  MEMO  TO  HARVEY   ESTES:      Harvey,    this   is   my   next   to   last  newsletter. 

Sincerely  yours. 


fesse   Caldwell,    Jr.,   M.D. 
President 
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NORTH  CAROLINA 
MEDICAL  SOCIETY'S  OFFICIAL 
DISABILITY  INSURANCE  PLAN 


Now  Pays  Up  To 

$500  -f 

WEEKLY  INCOAAE 
($2,166.00  per  mo.) 

plus  Bonus 

For  Eligible  Members 

[No  physical  exam  required] 


"Ze-  Bonus  Rene^Ned 
'^°  „  Tor  another  year 
S  to^avorab^e   par- 

ticipation. 


To  meet  today's  needs  in  our  inflated  economy,  you  require 
adequate  income  when  disabled  from  practice.  If  you  are 
under  age  50,  you  con  receive  up  to  $600  per  week. 


GUARANTEED  RENEWABLE 


DIRECT  PERSONAL  SERVICE 


You  ore  guaranteed  the  privi- 
lege of  renewing  $300  per  week 
to  age  70.  The  other  $200  per 
week  renewable  to  age  60.  Cer- 
tain benefits  payable  without  re- 
quiring disability. 


For  over  38  years,  it  has  been 
our  privilege  to  administer  your 
program  from  Durham,  N.  C.  in- 
cluding payment  of  all  claims 
promptly. 


J.  L.  &  J.  SLADE  CRUMPTON,  INC. 

GENE  GREER 

Office   Manager 

P.  0.  Drawer  1 767— Durham.  N.  C.  27702.  Phone:  919/682-5497 

Underwritten  by  The  Continental   Insurance  Cos.  of   New  York 

JACK  FEATHERSTON,  Field   Representative 

P.  0.  Box  17824.  Charlotte.  X.  C.  28211.  Phone:  704/366-9359 

North   Carolina    Professional   Group   Administrators   lor: 

NORTH     CAROLINA     MEDICAL     SOCIETY    •     NORTH     CAROLINA    DENTAL    SOCIETY    •     NORTH    CAROLINA    SOCIETY    OF    ENGI- 
NEERS   •    NORTH    CAROLINA   CHAPTER   OF   ARCHITECTS   •    NORTH    CAROLINA    ASSOCIATION    OF    C.P.A.'S   AND    BAR    GROUPS 


TREATMENT  AND  LEARNING  CENTER  For 

ALCOHOL  RELATED  PROBLEMS 


I 


I 


FELLOWSHIP  HALL 

THE  ONLY  HOSPITAL  OF  ITS  KIND  IN  THE  SOUTHEAST 

•  Safe  Comfortable  Withdrawal  •  No  Alcohol  Employed  •  Private  Non-Profit 
Tax-Exempt  •  A  Controlled  and  Pleasant  Psychological  Atmosphere 

•   Psychiatric   Hospital 

FOUR  WEEK  MULTI-DISCIPLINE  THERAPY  PROGRAM 


Member  of: 

•  The  American  Hospital  Association 
•  The  N.  C.  Hospital  Association 

•  Accredited  by  the  Joint  Commission 

on  the  Accreditation  of  Hospitals 


Individual  Counseling  •  Group  Therapy 

Nature  Trail  •   Indoor/Outdoor  Recreation 

Relaxation  and  Sleep  Therapy 

Audio-Video  Therapy 


FOR  ADMITTANCE  CALL 

JAMIE  CARRAWAY 

EXECUTIVE  DIRECTOR 

919-621-3381 


FELLOWSHIP  HALL 

p.  0.  BOX  6929    •    GREENSBORO,  N.  C.  27405 

Located  off  U.S.  Hwy.   No.  29  at  Hicone  Road  Exit, 

6V2  miles  north  of  downtown  Greensboro,  N.  C. 

Convenient  to  1-85,  1-40,  U.S.  421,  U.S.  220, 

and  the  Greensboro  Regional  Airport. 


INC. 


FOR  MEDICAL   INFORMATION  CALL 

J.  W.  WELBORN,  JR.,  M.D. 

MEDICAL  DIRECTOR 

919-275-6328 


Facility,  program  and  en- 
vironment allows  the  indi- 
vidual to  maintain  or  re- 
gain respect  and  recover 
with  dignity. 


Films,  tapes,  lectures, 
group  discussions  and  in- 
dividual counseling  are 
used  with  emphasis  on 
reality  therapy. 


Medical     examination     upon 
admission. 


Modern,  motel-like  accom- 
modations with  private  bath 
and  individual  temperature 
control. 


A  therapeutic  nature  trail 
to  encourage  physical  ex- 
ercise, and  arouse  objec- 
tive interest  in  the  miracle 
of  nature. 


FELLOWSHIP    HALL   WILL   ARRANGE   CONNECTION   WITH    COMMERCIAL   TRANSPORTATION. 


To  the 

physician 

whose  practice  needs 

a  new  perspective. 


Look  into  (?ir  Force 
fierospoce  Medicine. 

As  an  Air  Force  Flight  Surgeon,  you  will 
have  a  truly  general  practice  on  the 
ground,  while  in  the  air  you  will  fly  with 
and  observe  aircrew  members —  adding 
a  new  perspective  to  your  medical  career. 
The  Air  Force  gives  you  the  respect  of 
your  profession  and  the  prestige  of  an 
Air  Force  officer.  In  addition  to  the 
numerous  benefits  of  an  Air  Force  career, 
you  will  also  have  the  opportunity  to  corn- 


Mail  the  coupon  below  for  all  the  information 


pete  with  other 
physiciansfor  an 
outstanding  educa- 
tion program.  It's  the 
way  to  pull  yourentire 
life  into  perspective — time 
for  your  family,  time  for  your- 
self, and  time  to  advance  in  your 
profession. 

Examine  your  opportunities  now 

^■'^fc^  (  Or  write  for  more  information. 
Air  Force,  A  Great  Way  of  Life. 


310  New  Bern  Ave.,  Rm.  606 
Raleigh,  N.C.  27611 
Call:  919/755-1134 


Name 

Social  Security  No. 

Address 

Citv 

Stale 

Zip 

Phone 

Specialty 

Date  of  Birth 

THERE AREA 

LOT  OP  l>EOPLE 

GETTING  BETWEEN 

YOU  AND  YOUR 

pymENT 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  substitution  in  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a  dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a  product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a  background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent,  since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
"follow-on"  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a  risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quaHty. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a  Federal  regulation  designed  to  cut  the  Government's 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a  particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag    The  future  of  drug  and  device  re- 
search depends  upon  a  scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $  1  billion  of  its  own  funds  and  evaluating 
more  than  1 ,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a  major  barrier  to  the  flow  of  new 
drugs  to  your  patients :  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That's  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Wiishington. 

It  could  make  a  difference  in  your  practice  lomorrow. 


P'M-A 


■  III 


Pharmaceutical  Manufacturers  Association 

1155  Fifteenth  Street,  N.W,  "Washington,  D.C.  20005 


^  Saint  Albans 
Psychiatric  Hospital 


A  fully  accredited  private 

psychiatric  hospital  for  the 

treatment  of  all  major 

psychiatric  illnesses 

including  alcoholism  and 

drug  abuse  problems  of 

adolescents  and  adults. 

Radford,  Virginia  24141 
Telephone  703  639  2481 


Communicating  with  Professionals 


Effective,  two-way  communication  between 
physicians'  offices  and  the  internal 
management  and  operating  departments  of 
Blue  Cross  and  Blue  Shield  of  North 
Carolina  is  the  function  of  our  Professional 
Relations  Department. 

Our  eight  specially  trained  Professional 
Relations  representatives  are  responsible 
for  personal  liaison  between  doctors  and 
their  office  staffs  and  the  Plan. 


The  Professional  Relations  Representative 
assigned  to  your  area  is  listed  b>elow.  Your 
representative  is  ready  to  provide  Blue 
Cross  and  Blue  Shield  benefit  information 
and  to  assist  with  any  problems  that  may 
arise.  Please  call  on  your  representative 
anytime. 


NORTH  WEST  CENTRAL  NORTH  EAST  CENTRAL  NORTHEASTERN 

NORTHWESTERN  REGION  -  REGION     \  REGION  /REGION 

WESTERN  REGION 


SOUTH  WEST  CENTRAL  REGION 


NORTHWESTERN  REGION 

R.  Stuart  Veach 
P.  O.  Box  195 

Winston-Salem,  N.  C.  27102 
919/722-4141 


SOUTH  EAST  CENTRAL  REGION 


NORTHEASTERN  REGION 

Alton  R.  James 
P.  O.  Box  1447 
Greenville,  N.  C.  27834 
919/756-1175 


SOUTHEASTERN  REGION 


NORTH  WEST  CENTRAL  REGION 

James  D.  Webb 
P.  O.  Box  6746 
Greensboro,  N.  C.  27405 
919/272-8123 

NORTH  EAST  CENTRAL  REGION 

Larry  W.  Moss 
P.  O.  Box  27884 
Raleigh,  N.  C.  27611 
919/834-0376 

SOUTH  WEST  CENTRAL  REGION 

Sam  W.  Pridgen 
P.  O.  Box  4470 
Charlotte,  N.  C.  28204 
704/333-5106 


SOUTHEASTERN  REGION 

Hilda  G.  Muse 
P.  O.  Box  1018 
Wilmington,  N.  C.  28401 
919/763-4684 

SOUTH  EAST  CENTRAL  REGION 

Walter  T.  OBerry 
Drawer  A 

Fayetteville,  N.  0.  28302 
919/483-1322 

WESTERN  REGION 

Daniel  P.  Mclntyre 
P.  O.  Box  371 
Asheville,  N.  C.  28801 
704/ 253-6844 


Blue  Cross 
Blue  Shield 

of  North  Carolina 


North  Carolina  Medical  Society 
Major  Hospital  and  Nurse  Expense  Insurance 


$25,000  Major  Hospital  and  Nurses  Expense  Policy — 
75  percent  —  25  percent  Co-Insurance 

PLAN  A 

$100  DEDUCTIBLE 

Member's  Age 

Member 

Member  and  Spouse 

Member,  Spouse  & 
All  Children 

Under  40 
40-49 
50-59 
60-64* 

$  82.50 
125.00 
182.50 
286.50 

$206.00 
302.50 
417.00 
640.00 

$288.00 
384.50 
499.00 
722.00 

PLAN  B 

$300  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 

$  50.00 

76.00 

118.50 

180.00 

$114.00 
176.00 
254.00 
402.00 

$150.00 
212.(X) 
290.00 
438.00 

PLAN  C 

$500  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 
65-69** 

$  31.50 

51.50 

82.50 

138.50 

58.00 

$  69.00 
118.50 
182.50 
308.00 
170.00 

$  91.50 
141.00 
205.00 
330.50 
192.50 

PLAN  D 

$1,000  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 
65-69** 

$  23.50 

38.50 

62.00 

104.00 

43.00 

$  51.50 

89.00 

137.00 

231.00 

127.00 

$  68.50 
106.00 
154.00 
248.00 
144.00 

*  Shown  for  renewal  only.  Enrollment  limited  to  members  under  age  60. 

**lntegrates  with  Medicare  at  age  65. 

Premiums  apply  at  current  age  on  entry  and  attained  age  on  renewal.  Semi-annual  premiums  are  one-half  the  annual  plus  SO  cents. 


Term  Life  Insurance  Program 


Member's 

Age 

$10,000 

$20,000 

$30,000 

$40,000 

$50,000 

Under  30 

$27 

$  54 

$  81 

$   108 

$   135 

30-34 

29 

58 

87 

116 

145 

35-39 

38 

76 

114 

152 

190 

40-44 

56 

112 

168 

224 

280 

45-49 

84 

168 

252 

336 

420 

50-54 

131 

262 

393 

524 

655 

55-59 

203 

406 

609 

812 

1,015 

60-64 

306 

512 

918 

1,224 

1,530 

65-69 

242 

484 

725 

968 

1,210 

All  Children— $12  annually.  $2,500  after  age  6  months 

The  above  plans  quality  for  use  in  the  Professional  Association. 


Spouse's 

Age 

$5,000 

Under  30 

$  11 

30-34 

12 

35-39 

15 

40-44 

22 

45-49 

34 

50-54 

52 

55-59 

81 

60-64 

122 

65-69 

97 

For  Full   Information — Write  or  Call 


Golden-Brabhann  Insurance  Agency,  Inc. 

Ralph  J.  Golden  Van  Brabham  III 

108   E.   Northwood   St.,   Phone:   BRoadway  5-3400,   Box  6395,  Greensboro,   N.  C.  27405 


20 
100 


20 
70 


EAR 


ING  IS 


AS    PRECIOUS 


/ 


y 


/ 


20 


AS    SIGHT   HAV^ 


,/ 


COMFORTABLE    HEARING 


X    O   U         ri    A    U  JL     CJ   U    II  rl   t  y^  are  among  the  most 

/      consistently  neglected 
/      health  problems.  Many 

TrCTTrk     T      HTrTV       fl       CT  TV^      people  with  them  wont  even 
Hi  O    X    £j  iJ      J-i  t\.  X    Hi  J-i   X       Ci.      O  X^       admit  it  to  themselves,  let  alone 

y       others.  A  little  encouragement  may 

/       start  them  thinking  about  themselves 

r^       more  realistically. 

'y/  That's  why  we're  oifering  you  the  poster 

y^       shown  here.  You  can  hang  it  on  the  wall  or  stand 

y         it  on  a  small  table.  It  comes  with  booklets  called  "As 

INVESTMENT  OF  A  FEW  MIN^        precious  as  sight"  that  give  your  patients  some  basic 

y         facts  about  auditory  testing  and  hearing  losses  and  how 

/       easy  they  are  to  correct  in  many  cases. 

y/  Write  to  us  for  your  free  poster  and  booklets.  They  just 

y       might  help  you  to  help  some  patients  who  aren't  hearing  as  well 

y       as  they  used  to.  Even  those  who  ordinarily  wouldn't  hear  of  it. 

y  Professional  Relations  Division,  Beltone  Electronics  Corporation  ^^i      ^^/ 

yt  4201  West  Victoria  Street,  Chicago,  Illinois  60646,  an  American  company      '^%^jfy^y^^d^ 


/ 


/ 


WHEN  A  HEARING 
AID  WILL  HELP 


/ 


/ 


WHEN 
URNINGPAIN 


i\   ACUTE     - 
CYSTITIS 


TURN  IT  OFF  WITH 


AZO  GANTANOL 


FOR  THE  PAIN 

B  Quickly  relieves  painful  symptoms  such  as  burning 
and  pain  associated  with  urgency  and  frequency. 

■  Recommended  antibacterial  therapy;  up  to  3  days 
with  Azo  Gantanol,  then  1 1  days  with  Gantanol  (sulfa- 
methoxazole). 

Before  prescribing,  please  consult  complete  product  information, 
a  summary  of  wliich  follows: 

Indications:  In  adults,  urinary  tract  infections  complicated  by 
pain  (primarily  pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella- Aerobacter ,  Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less  frequently,  Proteus  vulgaris)  in  ttie 
absence  of  obstructive  uropathy  or  foreign  bodies. 
Note:  Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests  with 
bacteriologic  and  clinical  response;  add  aminobenzoic  acid  to 
follow-up  culture  media.  The  increasing  frequency  of  resistant  organ- 
isms limits  the  usefulness  of  aniibacterials  including  sulfonamides. 
Measure  sulfonamide  blood  levels  as  variations  may  occur; 
20  mg/100  ml  should  be  maximum  total  level. 

Contraindications:  Children  below  age  12;  sulfonamide  hyper- 
sensitivity; pregnancy  at  term  and  during  nursing  period;  because 
Azo  Gantanol  contains  phenazopyridine  hydrochloride  it  is  contrain- 
dicated  in  glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  w^ith  G.I.  disturbances. 

Warnings:  Safety  during  pregnancy  not  established.  Deaths  from 
hypersensitivity  reactions,  agranulocytosis,  aplastic  anemia  and  other 
;  blood. dyscrasias  have  been  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice)  may  indicate  serious  blood 
disorders.  Frequent  CBC  and  urinalysis  with  microscopic  examination 
.  are  recommended  during  sulfonamide  therapy. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or 
hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucose-6- 
phosphate  dehydrogenase-deficient  individuals  in  whom  dose-related 
hemolysis  may  occur.  Maintain  adequate  fluid  intake  to  prevent 
■  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis,  aplastic 
-anemia,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  purpura. 


FOR  THE  PATHOGENS 

■  Effectively  controls  susceptible  pathogens  such  as 
E.  coli,  Klebsiella-Aerobacter,  Staph,  aureus,  Proteus 
mirabilis  and,  less  frequently,  Proteus  vulgaris. 


*nonobstructed:  due  to  susceptible  organisms 


hypoprothrombinemia  and  methemoglobinemia);  allergic  reactions 
(erythema  multiforme,  skin  eruptions,  Stevens-Johnson  syndrome, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis);  G.I.  reactior)s  (nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and  stomatitis);  CNS  reactions 
(headache,  peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia);  miscellaneous 
reactions  (drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.  E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have  caused 
rare  instances  of  goiter  production,  diuresis  and  hypoglycemia. 
Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acute,  painful  phase  of 
urinary  tract  infections.  Usual  adult  dosage:  2  Gm  (4  tabs)  initially, 
then  1  Gm  (2  tabs)  B.I.D.  for  up  to  3  days.  If  pain  persists,  causes  other 
than  infection  should  be  sought.  After  relief  of  pain  has  been 
obtained,  continued  treatment  with  Gantanol  (sulfamethoxazole) 
may  be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-red  dye 
(phenazopyridine  HCI)  will  color  the  urine. 

Supplied:  Tablets,  red,  film-coated,  each  containing  0.5  Gm 
sulfamethoxazole  and  100  mg  phenazopyridine  HCI— bottles  of 
100  and  500. 

/___,, _\    Roche  Laboratories 
X    nDCHt    X  Division  of  Hoffmann-La  Roche  Inc. 
X  /   Nutley,  New  Jersey  07110 


®  Each  capsule  contains  50  mg.  of 
Ch,'renium-  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrocUorothiazide. 


wmDE 

^_^  ^__     Irademark 

MAKES  SENSE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows: 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  tiyper- 
tension  and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


*  Indications:  When  the  fixed  combmation  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  m  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-mduced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  'Dyrenium' 
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nolactone is  used  concomitantly,  determine  serum 
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liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiv 
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turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and.  rarely, 
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CURRENT  THERAPY 

New  Non-steroidal  Anti-Inflammatory  Drugs 


Frank  W.  Kilpatrick,  M.D.,  and  Nortin  M.  Hadier,  M.D. 


BECAUSE  of  the  incidence  of 
side  effects  of  the  available 
non-steroidal  anti-inflammatory 
agents,  the  practicing  physician  is 
frequently  confronted  with  the  need 
for  anti-inflammatory  agents  with 
equivalent  potency  but  less  toxic- 
ity. A  considerable  effort  by  the 
pharmaceutical  industry  has  re- 
sulted in  a  virtual  inundation  of  the 
market  with  new  drugs  promoted  as 
meeting  this  demand.  Approxi- 
mately 70  have  been  introduced  in 
the  past  10  years.  Four  of  these, 
ibuprofen  (Motrin),  naproxen  (Na- 
prosyn), fenoprofen  calcium  (Nal- 
fon)  and  tolmetin  (Tolectin)  have 
recently  been  approved  by  the  Food 
and  Drug  Administration  (FDA)  for 
use  in  rheumatoid  arthritis  and  are 
receiving  wide  distribution.  The 
first  three  are  phenylalkanoic  acid 
derivatives  and  the  fourth  is  an 
indomethacin-like  drug. '  It  is  our  in- 
tent to  present  a  sampling  of  the 
clinical  data  that  supports  the  re- 
lease of  these  agents  and  to  offer  our 
own  perspective  on  their  use  in  view 
of  that  data.  In  addition,  we  will 
briefly  discuss  D-penicillamine.  yet 
another  drug  widely  used  in  Europe 
and  currently  under  investigation  in 
the  United  States. 


Depanment  of  Medicine 

University  of  North  Carolina  School  of  Medicine 

Chapel  Hill,  North  Carolina  27514 
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Ibufenac.  a  phenylalkanoic  acid 
introduced  in  the  mid- 1 960s-.  was 
found  to  have  roughly  the  effective- 
ness of  aspirin;  it  was  quickly  with- 
drawn in  1968  after  a  high  incidence 
of  liver  toxicity  was  observed.^ 
Since  then,  cogeners  have  been 
tested  and  found  to  be  similarly  ef- 
fective but  less  toxic  to  the  liver. 
One  of  these,  ibuprofen  (Motrin) 
has  achieved  considerable  success. 
Jasani^  and  Davies^  have  shown  it 
to  be  approximately  equal  in 
therapeutic  effect  to  three  or  four 
grams  of  aspirin  a  day  with  some- 
what less  gastrointestinal  intoler- 
ance. Achieving  this  effect  requires 
a  dose  of  1 600-2400  mg  of  ibuprofen 
daily.  The  drug  has  been  found  to 
have  an  effect  on  platelets  similar  to 
that  of  aspirin.  This  effect  is  quan- 
titatively less  and  lasts  only  for  the 
duration  of  drug  therapy,  not  the  life 
span  of  the  platelet.  Ibuprofen  has 
not  been  approved  for  use  in  preg- 
nant women,  in  children  or  in  Stage 
IV  patients  with  rheumatoid  ar- 
thritis. 

Naproxen  (Naprosyn)  is  another 
phenylalkanoic  acid  derivative 
which,  like  ibuprofen.  is  thought  to 
act  by  inhibition  of  prostaglandin 
synthesis.  Its  rapid  absorption  by 
the  gastrointestinal  (GI)  tract  is  not 
altered  by  food  but  is  affected  by 
compounds  containing  aluminum 
hydroxide  and  magnesium  oxide. 


Naproxen  does  cross  the  placenta 
and  get  into  lactated  milk  in  low 
concentrations.  It  has  a  half  life  of 
approximately  13  hours,  considera- 
bly longer  than  the  other  drugs  and 
this  accounts  for  its  twice-a-day 
dosage  schedule.  Naproxen  is 
tightly  bound  to  plasma  proteins 
and  temporarily  increases  the  ef- 
fects of  coumarin.  It,  too,  has  been 
associated  with  an  increased  bleed- 
ing time  and  inhibition  of  platelet 
aggregation.  Both  Hill^  and 
Diamond*^  have  found  that  the 
therapeutic  effect  of  this  drug  is 
similar  to  that  of  aspirin  and  that  it 
probably  has  somewhat  less  GI  tox- 
icity. 

Fenoprofen  calcium  (Nalfon), 
another  of  the  phenylalkanoic  acid 
group,  is  quite  similar  to  ibuprofen 
and  naproxen.  Its  absorption,  how- 
ever, is  decreased  by  food,  although 
not  by  magnesium  or  aluminum  hy- 
droxide. It  also  decreases  coumarin 
binding  and  affects  platelet  aggrega- 
tion and  bleeding  time.  A  number  of 
studies  have  been  done  comparing 
its  anti-inflammatory  effectiveness 
to  that  of  aspirin.  Depending  on 
dosage,  it  is  found  to  be  approxi- 
mately equal  to  aspirin  with  perhaps 
somewhat  less  GI  toxicity  and  in- 
creased patient  acceptance.' 

Tolmetin  (Tolectin),  indometha- 
cin  with  a  methoxybenzene  group 
removed,  is  also  thought  to  inhibit 


March   1977.  NCMJ 


143 


prostaglandin  synthetase.  Its  indi- 
cation and  precautions  are  similar  to 
the  several  drugs  already  men- 
tioned. Tolmetin  is  thought  to  have 
fewer  central  nervous  system  side 
effects  than  indomethacin  and 
perhaps  fewer  Gl  problems.  It  may 
cause  a  false  positive  sulfosalicylic 
acid  test  for  urine  protein. 
Johnson,"  in  an  interesting  study, 
compared  the  Gl  bleeding  among 
patients  taking  aspirin,  indometha- 
cin and  tolmetin  and  found  the  aver- 
age daily  loss  of  blood  to  be  3.8  cc 
for  aspirin,  1 . 1  cc  for  indomethacin 
and  0.8  cc  for  tolmetin.  Tolmetin 
apparently  does  not  interfere  with 
coumarin.  Studies  have  shown  that 
tolmetin  gives  about  the  same  relief 
as  aspirin  with  perhaps  fewer  Gl 
side  effects  and,  therefore,  greater 
acceptance  by  patients."'" 

None  of  these  four  drugs  is  rec- 
ommended for  patients  who  have 
allergic  reactions  to  aspirin.  Be- 
cause of  their  effect  on  platelets, 
neither  the  phenylalkanoic  acid 
congeners  or  tolmetin  should  be 
given  to  hemophilia  patients  or  pa- 
tients on  anticoagulants. 

A  variety  of  studies  compare 
these  various  drugs  to  each  other 
and  to  indomethacin  and  ste- 
roids.""''  Huskisson,"  using 
slightly  different  dosages  of  ibupro- 
fen,  fenoprofen.  tolmetin  and  na- 
proxen, could  find  no  significant  dif- 
ference in  effectiveness  but  found 
fenoprofen  to  have  slightly  more 
side  effects.  Bernard'^  compared 
tolmeiiii  plus  gold  to  gold  alone  in 
the  treatment  of  rheumatoid  ar- 
thritis and  found  a  slightly  enhanced 
effect  with  the  same  side  effects. 
None  of  these  drugs  has  the  anti- 
inflammatory potency  of  cortico- 
steroids. 

The  different  cost  of  these  drugs 


is  impressive.  The  relative  approx- 
imate cost  of  30  days  of  treatment  at 
the  recommended  dosages  is  $4.80 
for  aspirin,  $7.20  for  indocin,  $12  for 
naproxen,  $18  for  ibuprofen  or 
fenoprofen  and  $21  for  tolmetin. 

In  summary,  the  new  non- 
steroidal anti-inflammatory  drugs 
represent  a  welcome,  although  ex- 
pensive, addition  to  the  phar- 
macopaeia  of  the  physician  treating 
rheumatoid  arthritis.  As  their  place 
in  the  treatment  of  chronic  arthritis 
becomes  clarified,  it  seems  most 
likely  that  these  drugs  will  become 
alternatives  to  aspirin  only  when 
side  effects  preclude  the  use  of 
therapeufic  doses  of  aspirin.  Aspi- 
rin remains  the  initial  drug  of  choice 
and  the  standard  of  therapy  for 
rheumatoid  arthritis.  The  new  non- 
steroidal anti-inflammatory  drugs 
should  be  thought  of  as  similar  in 
effecdveness  to  high-dose -aspirin 
with  perhaps  better  patient  toler- 
ance at  much  greater  expense.  They 
are  by  no  means  miracle  drugs  and 
they  have  not  been  shown  to  affect 
the  long-term  course  of  rheumatoid 
arthritis.  Perhaps  the  most  cogent 
argument  for  caution  is  that  long- 
term  side  effects  are  unknown  —  an 
obligate  shortcoming  of  new  drugs 
but  one  with  particular  moment 
when  contemplating  long-term  use 
in  a  disease  with  the  chronicity  of 
rheumatoid  arthritis.  For  this 
reason,  indomethacin  remains  our 
second-line  anti-inflammatory 
drug.'^  To  facilitate  comparison, 
several  features  of  these  drugs  are 
outlined  in  Table  1.  Present  data 
does  not  favor  one  over  the  others. 
Even  tolmetin  should  be  used  with 
great  caution,  if  at  all,  in  patients 
with  clotting  disorders  or  on  an- 
ticoagulant therapy.  By  far  the 
longest  experience  in  the  treatment 


TABLE  1 

Some  Featu 

res  of  the  Non-Steroidal  Anti-Inflammatory  Drugs 

1 

Generic  Name 

IBUPROFEN 

FENOPROFEN 

TOLMETIN 

NAPROXEN 

2 

Brand  Name 

Motrin 

Nallon 

Tolectm 

Naprosyn 

3 

Suggested  Daily 
Maintenance 

1600-2400  mg 

2400  mg 

1200  mg 

500  mg 

4 

Daily  Schedule 

qid 

t.i.d. 

t.i.d. 

b.l.d. 

5 

Approximate 
Monthly  Cost 

$18 

$18 

$21 

$12 

6 

Drug-induced 
Thrombocytopathy 

+ 

-t- 

+ 

+ 

7 

Coumarin  Interaction 

- 

+ 

- 

+ 

8 

Gl  Absorption 
Inhibited  by 

food 

food, 

not  antacids 

9 

antacids 

of  rheumatoid  arthritis  is  with  aspi- 
rin and  this  drug  remains  the  cor- 
nerstone of  therapy.'^ 

Another  drug  which  is  not  gener- 
ally included  in  the  non-steroidal 
anti-inflammatory  group  but  which 
has  an  anti-inflammatory  effect  is 
D-penicillamine.  Although  not  yet 
approved  for  use  in  rheumatoid  ar- 
thritis, it  has  been  used  for  Wilson's 
disease  since    1956.   Several  au- 
thors'''" have  shown  that  the  drug 
is  clearly  efficacious   in  the 
symptomatic    treatment   of 
rheumatoid  arthritis  but  no  pub- 
lished evidence  suggests  that  the 
drug  alters  the  course  of  the  disease. 
A  multicenter  trial'"  compared  high 
dosage  (1.5  gm  daily)  of  D-penicil- 
lamine with  placebo  in  treatment  of 
advanced  rheumatoid  arthritis  and 
found  significant  improvement  in  all 
disease  activity  except  for  radio- 
graphic changes.   In  patients  with 
vasculitis  and  neuritis,  the  disease 
appeared  arrested  or  showed  late 
improvement.    More   recently, 
D-penicillamine  has  been  studied  in 
less  advanced  disease  and  found 
useful."  Its  mode  of  action  is  un- 
known, but  several  interesting  pos- 
sibilities have  been  raised.  One  is 
immunosuppressant  activity  in  de- 
creasing immunoglobulin  produc- 
tion. Clinical  responses  have  been 
somewhat  related  to  a  decrease  in 
titer  of  rheumatoid  factor,  particu- 
larly in  vascular  disease.''^  Penicil- 
lamine has  also  been  shown  to  pre- 
vent the  formation  of  and  increase 
the  breakdown  of  some  of  the 
cross-linkages  in  newly  formed  col- 
lagen. A  high  rate  of  side  effects 
necessitates  discontinuance  of  the 
drug  in  from  25  to  50%  of  patients.'* 
Recenfly  studies  have  shown  that 
starting  with  a  low  dose  (250  mg 
daily)  and  gradually  increasing  to  a 
low  maintenance  dose  (750  mg 
daily)  can  reduce  the  incidence  of 
side  effects  without  compromising 
the  anti-inflammatory  benefit.'" 
The  most  common  side  effects  are  a 
loss  of  sense  of  taste,  skin  rashes, 
nausea,  vomiting,  marrow  suppres- 
sion and  immune-complex  glomer- 
ulonephritis with  proteinuria.  The 
marrow  suppression  is  thought  to  be 
the  most  dangerous  of  these  and  the 
drug  requires  careful,  continuous 
monitoring.  From  the  studies  that 
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have  been  done,  it  seems  that  this 
medicine  will  likely  take  its  place 
alongside  gold  in  the  armamen- 
tarium against  rheumatoid  arthritis 
in  the  not-too-distant  future.^" 
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Radionuclide  Scanning  in  the  Diagnosis 
of  Splenic  Injury:  A  Case  Report 


Ahmed  H.  Naga,  M.D.,  Edward  L.  Boyette,  M.D., 
and  Gary  L.  Broadrick,  M.D. 


ABSTRACT  Blunt  abdominal 
trauma  may  lead  to  rupture  of  the 
spleen  with  major  bleeding,  minor 
laceration  or  intracapsular  damage 
with  delayed  bleeding.  At  times 
diagnosis  may  be  difficult  delaying 
treatment.  The  safety,  simplicity, 
rapidity  and  accuracy  of  radionu- 
clide scanning  when  splenic  injury  is 
suspected  are  demonstrated  in  the 
case  of  a  7-year-old  boy. 

INTRODUCTION 

BECAUSE  of  its  relatively  free- 
hanging  position,  the  spleen  is 
the  organ  most  commonly  injured  in 
cases  of  blunt  abdominal  trauma.' 
Three  types  of  splenic  injuries  oc- 
cur: (1)  extensive  rupture,  with  im- 
mediate massive  hemorrhage;  (2)  a 
small  laceration  followed  by  minor 
bleeding;  and  (3)  intracapsular 
damage,  with  delayed  bleeding.'^  In 
about  86%  of  the  cases  of  splenic 
injury,  intraperitoneal  hemorrhage 
leads  to  shock^  shortly  after  the 
trauma.  These  cases,  which  consti- 
tute surgical  emergencies,  present 
no  diagnostic  difficuhies.  In  the  re- 
maining cases  of  splenic  injury,  the 
onset  of  hemorrhage  may  be  de- 
layed for  days,  weeks^  or  even 
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months.'  Since  this  delayed  hemor- 
rhage may  be  exsanguinating,  early 
recognition  of  these  cases  is  ex- 
tremely important. 

Useful  diagnostic  methods  in 
cases  of  suspected  splenic  injury  in- 
clude paracentesis  with  or  without 
peritoneal  lavage,  x-ray  studies  of 
the  abdomen  and  chest,  upper  gas- 
trointestinal series,  splenic  ar- 
teriography, ultrasonic  echography 
and  radionuclide  scanning.  Of 
these  methods,  radionuclide  scan- 
ning is  characterized  by  its  sim- 
plicity, safety,  rapidity  and  high  de- 
gree of  ace  u  racy.  ^"*^  Its  use  in  a  case 
of  blunt  abdominal  injury  occurring 
in  a  child  is  reported  below. 

REPORT  OF  CASE 

A  7-year-old  boy  weighing  106 
pounds  was  admitted  to  Duplin 
General  Hospital  after  an  accident. 
The  child  had  fallen  on  his  back  and 
had  been  struck  in  the  abdomen  by  a 
sliding  board  which  fell  on  him.  On 
admission,  he  was  pale  and  com- 
plained of  pain  in  the  abdomen.  Ab- 
dominal examination  revealed 
marked  guarding  over  all  quadrants 
but  no  rebound  tenderness.  The  re- 
view of  systems  was  noncontribu- 
tory.  A  complete  blood  count, 
urinalysis  and  plain  films  of  the 
chest  and  abdomen  were  all  essen- 
tially within  normal  limits.  The  sur- 
gical consultant  felt  no  surgery  was 


indicated  at  the  time  but  ordered  se- 
rial hematocrits  and  further  evalua- 
tion. 

Successive  hematocrit  readings 
during  the  next  12  hours  were  29.8% 
and  31.8%.  An  upper  gastrointesti- 
nal series  revealed  an  even  separa- 
tion of  about  2.0  cm  between  the  left 
diaphragm  and  the  gastric  fundus. 
The  lower  pole  of  the  spleen,  seen 
slightly  below  the  costal  margin, 
was  ill-defined.  The  stomach  was 
not  distended  or  indented.  The  dia- 
phragmatic respiratory  excursions 
were  normal.  Since  the  x-ray  find- 
ings, although  suggestive  of  fluid 
collection,  were  not  diagnostic,  a 
radionuclide  scan  of  the  spleen  and 
liver  was  performed.  One  mCi  of 
Tc99m  tagged  sulfur-colloid 
(Tesuloid  Kit:  Squibb)  was  injected 
intravenously.  The  scanner* 
parameters  were  set  and  scanning 
was  started  within  10  minutes  after 
the  injection.  Anterior  (Figure  I), 
posterior  (Figure  2),  left  lateral 
(Figure  3),  right  lateral,  left  pos- 
terior oblique  (Figure  4)  and  right 
anterior  oblique  views  were  taken. 
The  patient  slept  during  the  study. 
The  unequivocal  splenic  defect  seen 
on  the  left  posterior  oblique  view 
gave  substantial  evidence  of  splenic 
injury.  Splenectomy  revealed  a 
deep  oblique  rupture  involving  the 

*Maxisean  (General  Electric) 
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ANTERIOR 

Fig.  I.  The  anterior  view  shows  the  spleen 
displaced  downward.  The  upper  margin  of  the 
left  lobe  of  the  liver  marks  the  left  dome  of  the 
diaphragm.  The  separation  of  the  upper  pole 
of  the  spleen  from  the  diaphragm  is  presump- 
tive evidence  of  perisplenic  hemorrhage  but 
the  normal  mobility  of  the  spleen  makes  this 
sign  unreUable. 


POSTERIOR 

Fig.  2.  In  this  posterior  view,  where  the  dia- 
phragm is  traced  by  the  interrupted  line,  the 
splenic-diaphragmatic  separation  is  again  evi- 
dent. The  uneven  contour  of  the  upper  pole  of 
the  spleen  is  suggestive  of  a  local  lesion. 
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Fig.  3.  In  the  left  lateral  view,  the  spleen  is 
projecting  below  and  behind  the  left  lobe  of  the 
liver.  The  irregular  outline  and  diminished 
radioactivity  of  the  upper  pole,  together  with 
the  ill-defined  cold  band  that  traverses  It,  are 
findings  suggestive  of  local  injury. 


upperhalfofthe  posterior  surface  of 
the  spleen  and  a  large  hematoma  fill- 
ing the  upper  pole.  The  patient's 
convalescence  was  uneventful,  and 
he  was  discharged  on  the  eighth 
postoperative  day. 

COMMENT 

Radionuclide  scanning  of  the 
spleen  is  an  easy,  rapid,  noninva- 
sive procedure  for  the  diagnosis  of 
splenic  injury.^""  Except  for  the 
scan  interpretation,  it  can  be  carried 
out  almost  entirely  by  paramedical 
personnel.  Unlike  paracentesis, 
radionuclide  scanning  makes  it 
possible  to  detect  unruptured 
hematoma  of  the  spleen.^  In  diag- 
nostic accuracy,  this  method  com- 
pares favorably  with  splenic  ar- 
teriography."^" If  the  scan  is  nega- 
tive, arteriography  is  probably  not 
needed.^'  Although  sensitive  for 
detection  of  the  type  of  lesion  en- 
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Fig.  4.  The  splenic  lesion  is  shown  best  in  the 
left  posterior  oblique  view.  The  apparent  am- 
putation of  the  upper  pole  is  due  to  the 
hematoma  and  tissue  disruption.  A  wedge- 
shaped  defect  traverses  the  upper  half  of  the 
spleen  obliquely.  These  Hndings  correlate  well 
with  the  gross  appearance  of  the  spleen  follow- 
ing its  removal.  The  left  lobe  of  the  liver  pro- 
jects above  the  spleen  in  this  view. 


countered  in  traumatic  injury  of  the 
spleen,  the  procedure  is  however 
nonspecific.  When  the  scan  findings 
are  equivocal  or  in  disagreement 


with  the  patient's  course,  arteriog- 
raphy may  be  of  further  help.  In  ad- 
dition to  the  usual  anterior,  post- 
erior and  left  lateral  views,  the 
scans  should  include  left  posterior 
oblique  views  of  the  spleen.  The 
case  presented  above  demonstrates 
the  usefulness  of  radionuclide  scan- 
ning of  the  spleen  in  cases  of  blunt 
abdominal  trauma  and  the  impor- 
tance of  the  left  posterior  oblique 
view. 
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A  Private  Practice  Management 
of  Mid-Trimester  Abortion 


John  W.  Tidwell,  II,  M.D.,  F.A.C.O.G.,  and 
Kenneth  L.  OUver,  M.D.,  F.A.C.O.G. 


ABSTRACT  As  mid-trimester 
abortion  has  become  an  integral  part 
of  complete  abortion  services,  a 
study  of  hypertonic  saline  termina- 
tions of  pregnancy  was  designed  by 
two  gynecologist-obstetricians  to  de- 
termine the  practicality  of  offering 
this  procedure  in  a  community  hospi- 
tal. The  records  of  218  consecutive 
patients  having  mid-trimester  abor- 
tions were  reviewed.  A  100%  success- 
ful abortion  rate  and  an  11 .0%  com- 
plication rate  compare  favorably 
with  previous  reports  and  indicate 
that  this  service  can  be  made  avail- 
able if  appropriate  guidelines  are  fol- 
lowed. 

M ID-trimester  abortion  has  be- 
come an  integral  part  of  com- 
plete abortion  services.  While 
numerous  methods  have  been 
advocated,  hypertonic  saline  injec- 
tion, with  or  without  oxytocin  aug- 
mentation, is  still  the  most  common 
procedure  used  in  the  United 
States.  However,  virtually  all  series 
which  have  been  reported  were  car- 
ried out  in  medical  centers  staffed 
with  residents,  equipped  with  ex- 
tensive laboratory  facilities  and 
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providing  strict  supervision  of  pa- 
tients. 

This  series  was  designed  to  de- 
termine whether  it  is  feasible  for 
two  gynecologist-obstetricians,  as 
part  of  an  active  private  practice,  to 
offer  mid-trimester  abortion  in  a 
community  hospital  without  a  resi- 
dent staff. 

MATERIALS  AND  METHODS 

The  218  patients  in  this  series 
came  from  the  authors"  practice  and 
through  referrals  by  other  physi- 
cians, the  local  Planned  Parenthood 
Clinic  and  the  Mecklenburg  County 
Social  Services  Department.  Table 
1  lists  the  patients'  age,  parity  and 
stage  of  gestation.  While  the  pa- 
tients ranged  from  12  to  44  years  of 
age,  65%  of  them  were  teenagers 
and  most  (83%)  were  single. 
Seventy-eight  percent  of  these 
women  were  nulliparous,  although 
parities  as  high  as  five  previous  term 
deliveries  were  also  present.  Pa- 
tients between  16  and  20  weeks  ges- 
tation were  accepted  for  induction. 

Technique.  Approximately  18 
hours  before  injection,  a  single, 
large  laminaria  tent*  was  inserted 
into  the  cervix  after  it  was  cleaned 
with  Betadine*  *   solution.   Sterile 
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gauze  packs  held  it  in  place.  This 
insertion  was  done  in  our  office. 

The  following  morning,  the  instil- 
lation of  the  saline  was  carried  out  in 
the  emergency  room.  After  having 
the  patient  void,  the  abdomen  was 
prepped  with  Betadine  and  draped. 
The  skin  was  anesthetized  in  the 
suprapubic  region  with  1% 
lidocaine;  the  amniocentesis  was 
accomplished  with  a  14-gauge.  sub- 
clavian intracatheter.  Fifty  ml  of 
amniotic  fluid  was  removed  and 
then,  over  a  15-minute  period.  200 
ml  of  20%  NaCl  solution  was  al- 
lowed to  drip  through  the  catheter 
into  the  amniotic  cavity. 

An  intravenous  solution  contain- 
ing 30  U  of  oxytocin  per  1 ,000  ml  of 
5%  D/.45%  saline  (100  ml/hour)  was 
started  immediately.  This  fluid  was 
continued  until  one  hour  postabor- 
tion. Patients  were  observed  for  one 
to  two  hours  before  admission  into 
the  hospital. 

Routine  laboratory  work  in- 
cluded complete  blood  count 
(CBC),  urinalysis,  serology,  blood 
type  and  grouping.  Urinary  output 
and  vital  signs  were  closely  moni- 
tored. A  clear  liquid  diet  was  per- 
mitted until  labor  began.  Patients 
labored  and  aborted  in  their  rooms. 
Meperidine,  50  mg  intramuscularly, 
with  promethazine,  25  mg  in- 
tramuscularly,  was   used   for 
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analgesia  once  labor  was  well  estab- 
lished. 

If  the  placenta  was  not  passed  in 
three  hours,  the  patient  was 
examined  in  the  treatment  room 
and,  the  placenta  removed. 

Patients  were  usually  discharged 
two  to  six  hours  later  after  receiving 
contraceptive  counseling  by  the  au- 
thors. Upon  discharge,  patients 
were  given  ergotrate  (0.2  mg  tab- 
lets), q  6  hr  X  6  dosages.  anti-Rh 
globulin  when  indicated,  and 
prophylactic  antibiotics  (usually 
ampicillin)  if  their  injection- 
abortion  interval  was  greater  than 
24  hours  or  if  their  placentas  had 
been  removed  instrumentally.  Re- 
turn appointments  for  four  weeks 
were  given  all  patients. 

RESULTS 

All  patients  aborted.  Abdominal 
hysterotomy  or  re-injection  were 
not  necessary  in  this  series. 

No  convulsions,  comas  or  other 
symptoms  of  water  intoxication 
were  encountered,  nor  were  there 
any  vascular  or  cerebral  complica- 
tions due  to  intravascular  saline  in- 
fusion. 

The  interval  between  instillation 
to  abortion  (1-A  interval)  ranged 
from  3%  to  60  hours  with  the  mean 
being  18.0  hours.  Ninety  percent 
aborted  in  less  than  24  hours.  The 
multigravidas  aborted  in  14.6  hours 
andtheprimigravidasin  18.9  hours. 

Table  II  lists  the  complications. 
These  occurred  in  24  patients.  18  of 
whom  were  primigravidas. 

Fourteen  patients  had  retained 
secundines  (greater  than  3  hours). 
Thirteen  of  these  patients  had  the 
retained  tissue  removed  instrumen- 
tally with  sponge  forceps  followed 
by  light  curettement  of  endome- 
trium with  a  Baum  curette  with  or 
without  analgesia.  The  14th  was  one 
of  two  patients  who  required  a  D  & 
C.  This  was  due  to  her  anxiety  and 
refusal  to  allow  examination  after 
the  abortion. 

The  second  dilatation  and  curet- 
tage was  for  a  delayed  hemorrhage 
three  weeks  after  the  abortion.  She 
was  one  of  two  patients  who  re- 
quired transfusion. 

Significant  immediate  postabor- 
tion hemorrhage  occurred  five 
times.  One  required  transfusion. 


TABLE  1 

Age,  parity 

and 

Stage 

of  gestation 

of  pat 

ents 

Per  Cent 

Age  (youngest  12  years,  o 

Idest  44 

years) 

1 1-15  years 

155 

16-20  years 

50.0 

21-25  years 

19.1 

26-30  years 

5.5 

31-35  years 

2.7 

36-40  years 

2.8 

41-45  years 

1.4 

Parity 

0 
1 

78.5 
12.4 

2-4 

7.8 

5-1- 

1.3 

Stages  of  gestation 

Under  16  weeks 

2.3 

16-18  weeks 

50.5 

18-20  weeks 

45.9 

Over  20  weeks 

13 

and  this  was  associated  with  a  con- 
sumptive coagulopathy.  This  15- 
year-old  primigravida  aborted  15'/2 
hours  after  the  injection  and  passed 
the  placenta  15  minutes  later.  No 
significant  bleeding  was  present, 
but  her  temperature  was  103"  F  with 
pulse  rate  120  per  minute.  As  ap- 
propriate cultures  were  being  ob- 
tained, heavy  bleeding  developed 
and  her  blood  pressure  fell  to  70/0 
mm  Hg. 

The  patient  was  taken  im- 
mediately to  treatment  room  where 
a  pelvic  exam  revealed  a  minimally 
tender,  well-involuted  uterus.  The 
endometrial  cavity  was  gently 
curetted  without  anesthesia.  No  tis- 
sue was  present. 

A  coagulation  survey  was  ob- 
tained before  the  infusion  of  whole 
blood.  Antibiotics  were  started. 
After  two  units  of  whole  blood,  her 
blood  pressure  returned  to  normal 
and  the  bleeding  stopped.  The  pa- 
tient was  febrile  for  three  days  with 
slow  resolution  of  abdominal  ten- 


derness. She  received  a  total  of  four 
units  of  blood. 

At  time  of  hemorrhage,  the  fi- 
brinogen was  60  mg/dl  with  platelet 
count  of  40,000  mm"*.  Six  hours  la- 
ter, fibrinogen  was  190  mg/dl  with 
platelet  count  of  104,000  mm^ 

With  four  other  patients,  post- 
abortal bleeding  was  brisk.  At  the 
time  of  examination,  the  placentas 
were  found  in  the  cervical  os  and 
were  removed  with  sponge  forceps. 
Bleeding  rapidly  halted.  Fibrinogen 
and  platelet  counts  were  normal, 
and  no  significant  change  occurred 
in  the  hemoglobin  levels  after  abor- 
tion. 

One  febrile  episode  occurred  dur- 
ing hospitalization  and  has  already 
been  discussed.  Another  five  oc- 
curred four  to  seven  days  after  abor- 
tion. Each  patient  developed  fever, 
abdominal  pain,  and  uterine  tender- 
ness and  diagnoses  of  endometritis 
were  made.  None  of  these  patients 
required  hospitalization;  all  recov- 
ered rapidly  with  antibiotic  therapy, 

A  minor  cervical  tear  occurred  in 
a  primigravida.  It  was  repaired  in 
the  treatment  room. 

One  hundred  seventy-four  pa- 
tients had  follow-up  exams.  Forty- 
four  patients  were  lost  from  the 
series. 

DISCUSSION 

The  results  of  this  series  compare 
favorably  with  other  published  re- 
ports.'"^ The  \00'7c  successful  abor- 
tion rate  and  the  \\.0'7c  compli- 
cation rate  are  each  frequently 
reported  in  the  literature.  However, 
in  evaluating  the  complications, 
certain  points  need  to  be  stressed. 

First,  the  complication  of  delayed 
infectious  morbidity  is  not  reported 
in  the  major  series.  It  was  observed 


TABLE  II 

Incidence  of 

compi 

cations* 

Per  Cent 

Retained  Placenta  (3  hours) 

6  4 

Removed     instrumentally 

60 

by  curettage 

0  4 

Dilatation  &  Curettage,  delayed 

0.4 

Hemorrhage  (over  500  ml,  estimated) 

2.3 

Transtusion 

0.9 

Infectious  morbidity 

2.7 

immediate 

04 

delayed 

23 

Cervical  laceration 

0.4 

Failure  of  induction 

0.0 

Water  intoxication 

0.0 

'The  incidence  figures  should  not  be  totaled,  as  several  patients  had  more  than  one  complication 
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TABLE  III 

Comparison  of  Series  1  and  II 

Series  1 

Series  II 

Per  Cent 

Rate  of  success 

100 

100 

Incidence  of  complications  * 

137 

11.0 

Retained  placenta  {3  tiours) 

92 

6.4 

Removed    instrumentally                                      5  5 

6.0 

by  curettage                                         3  7 

0.4 

Hemorrtiage  (over  500  ml.  estimated) 

09 

2.3 

Infectious  morbidity 

55 

2.7 

immediate                                                                0  0 

04 

delayed                                                                     5  5 

2.3 

Cervical  laceration 

3.7 

0.4 

Water  intoxication 

0.0 

0.0 

Transfusion 

0.9 

0.9 

Dilatation  &  Curettage,  delayed 

1.8 

0.4 

l-A  Interval  (average) 

23  5  flours 

18  0  flours 

Primigravida                                                             24  8 

18.9 

Multigravida                                                          19.1 
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Percentage  of  follow-up: 

870 

80  0 

•Tfie  incidence  figures  sfiould  not  be  totaled,  as  several  patients  fiad  more  tfian  one  complication 


in  our  earlier  series  of  109  consecu- 
tive saline  injections,  utilizing 
oxytocin  augmentation;  therefore,  a 
comparison  between  our  studies 
will  be  made. 

Table  III  compares  the  two 
series.  The  first  series  (I)  followed 
the  same  protocol  as  the  present 
study  (II),  but  laminaria  and 
prophylactic  aritibiotics  were  not 
used  in  the  first. 

Series  I  demonstrated  a  5.5%  in- 
cidence of  delayed  infectious  mor- 
bidity. With  a  follow-up  of  87%,  we 
believe  these  figures  are  close  to  the 
true  incidence.  In  that  series,  all  pa- 
tients with  infectious  morbidity  had 
either  an  I-A  interval  of  greater  than 
24  hours  or  retained  secundines. 
Therefore,  in  study  II,  patients  with 
either  were  discharged  on 
prophylactic  antibiotics  and  none  of 
them  (86%  follow-up)  developed 
morbidity.  The  five  cases  of  delayed 
morbidity  were  not  on  prophylactic 
antibiotics.  Our  incidence  de- 
creased from  5.5%  to  2.3%. 

Second,  the  complication  of  cer- 
vical laceration  is  probably  often 


undiagnosed.  In  series  I,  the  3.7% 
incidence  (all  in  primigravidas)  was 
much  higher  than  reported  in  the 
literature''-^  but  possibly  more  accu- 
rate as  all  patients  had  either  a  care- 
ful digital  and/or  visual  exam  of  the 
cervix  after  abortion.  Due  to  this 
high  incidence,  laminaria  tents  were 
added  to  our  protocol  for  series  II  in 
an  attempt  to  decrease  the  inci- 
dence of  cervical  tears  as  well  as  to 
shorten  the  I-A  interval,  as  had  been 
reported  by  others. •*•' 

As  Table  III  shows,  our  findings 
confirmed  these  reports.  Our  inci- 
dence of  cervical  lacerations  de- 
creased from  3.7%  to  0.4%  and  the 
I-A  interval  from  23.5  hours  to  18.0 
hours.  This  allowed  90%  of  the  pa- 
tients to  be  discharged  from  the 
hospital  within  24  hours,  compared 
to  67%  previously.  This  difference 
meant  a  $100-150  savings  for  50  pa- 
tients. 

Finally,  while  complications  in 
study  II  are  within  acceptable 
limits,  the  possibility  of  the  occur- 
rence of  consumptive  coagulopathy 
associated  with  hypertonic  saline  is 


always  of  great  concern.  The  inci- 
dence varies  tremendously  in  the 
literature '•'*  and  several  studies  in- 
dicate an  increase  with  oxytocin 
augmentation.'"  Therefore,  the 
need  for  alternative  methods  is  ap- 
parent. The  most  promising  one  ap- 
pears to  be  the  use  of  prostaglan- 
dins, either  intramuscularly  or  in- 
travaginally.  However,  this  is  not 
without  problems  either,  particu- 
larly the  medical-legal  question  of 
the  livebom  aborted  fetus  which 
occurs  more  often  with  prostaglan- 
dins. 

SUMMARY 

This  series  has  shown  that  mid- 
trimester  abortions  can  be  offered 
as  part  of  an  active,  private  practice 
without  increasing  the  risk  to  the 
patient.  By  following  strict 
guidelines,  the  complication  rate 
can  be  kept  within  acceptable 
levels.  However,  this  service 
should  only  be  offered  within  an 
adequately  equipped  hospital  by 
physicians  who  are  fully  aware  of 
the  potential  problems  associated 
with  this  procedure. 
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.  .  .  The  Science  of  Medicine,  so  long  confined  to  the  art  of  healing  alone,  now  declares  in  favor  of  the 
"Science  of  Prevention"  as  the  higher  philosophy.  .  .  .  — William  Cain:  Sanitary  Engineering.  First 
Biennial  Report.  1879-1880. 
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Macrodactylism 


James  G.  Boyes,  Jr.,  M.D.,*  and  James  P.  Hamilton,  M.D."* 


ABSTRACT  Macrodactylism,  dis- 
tinctive overgrowth  of  all  digital  ele- 
ments, in  the  newborn,  may  be  of 
neural,  vascular  or  lymphatic  origin. 
Problems  encountered  in  the  man- 
agement of  this  lesion  exhibited  by  a 
23-month-old  child  are  described 
and  the  pertinent  literature  re- 
viewed. 

GIGANTISM  in  an  extremity  of  a 
newborn  is  an  alarming  situa- 
tion for  both  the  physician  and  par- 
ent. Persistent  and  progressive 
overgrowth  dictates  an  investiga- 
tion of  lymphatic,  vascular  and 
neural  causes. 

Lymphedema  of  the  congenital 
type  occurs  most  often  in  the  left 
lowerextremity  of  young  women.  A 
cavernous  capillary  or  venous 
haemangioma  may  produce  both 
linear  and  circumferential  over- 
growth because  of  its  vascular  ef- 
fect on  the  adjacent  epiphysis.  This 
lesion  is  readily  identifiable  as  su- 
perficial and  can  be  decompressed 
by  tourniquet.  Overgrowth  of  an  ex- 
tremity part  from  a  traumatic  arte- 
rial venous  fistula  in  the  newborn  is 
rare. 

Macrodactylism  is  a  distinctive 
overgrowth  of  all  elements  of  a  digit 
—  skeletal,  neural  and  soft  tissue. 
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This  pathological  engima  can  occur 
symmetrically  or  unsymmetrically, 
unilaterally  or  bilaterally,  in  the  dig- 
its of  the  hand  or  feet.  It  usually 
does  not  affect  the  metacarpal  or 
metatarsal  bone.  In  the  case  re- 
ported here,  this  skeletal  defect  pre- 
sents unique  developmental  charac- 
teristics and  pathological  findings. 

CASE  REPORT 

A  male  child  bom  with  an  en- 
larged index  finger  of  the  left  hand 
had  no  family  history  of  a  similar 
defect  or  any  manifestations  of 
neurofibromatosis.  We  first  saw  the 
boy  at  three  months  of  age  for 
evaluation  of  hypertrophy  of  the 
thumb  and  index  finger  of  the  left 
hand.  The  digits  were  grotesquely 
enlarged  and  were  not  functional. 
Vascular  and  neurological  examina- 
tion of  the  whole  extremity  proved 
normal.  Radiographs  taken  at  this 
visit  showed  hypertrophy  of  the 
terminal  phalanges  of  the  two  fin- 
gers in  both  soft  tissue  and  osseous 
dimensions. 

By  the  time  he  was  23  months  old, 
the  boy's  index  finger  had  grown 
disproportionately  large  and  was 
still  not  functional  (Fig.  1).  The 
bulbous  terminal  phalanx  of  the 
thumb,  however,  assumed  a  typical 
hyperextended  attitude  with 
adequate  sensation  and  function. 
The  boy's  index  finger  had  grown  as 
long  as  his  father's  and  was  twice  as 
big  around.  Sensation  and  active 
flexion  could  be  demonstrated  with 
encouragement.  The  adjacent  long 


finger  was  disproportionately  en- 
larged, ulnar  deviated  and  actively 
flexible.  The  enlarged  palm  con- 
tained a  boggy  thickening  over  the 
median  nerve  to  the  affected  digital 
rays. 

Comparative  radiographs  at  three 
months  and  23  months  showed  a 
progression  of  disproportionate 
growth,  distally,  of  all  skeletal  ele- 
ments from  the  radius  and  forearm 
circumference  to  the  index 
metacarpal  and  the  thumb,  index 
and  long  finger.  The  epiphyses  of  all 
skeletal  parts  were  open  with  a 
single  exostosis  occurring  at  the 
proximal  phalanx  of  the  index 
finger. 

Surgical  ablation  of  the  index 
finger  and  metacarpal  with  transfer 
of  the  first  dorsal  interosseous  mus- 
cle to  the  adjacent  long  interosseous 
muscle  was  performed  at  23  months 
of  age  (Fig.  2).  All  tissues  of  the 
amputated  finger  appeared  grossly 
hypertrophied  with  an  abundance  of 
fat  predominating.  Inspection 
showed  diffuse  tumor  enlargement 
of  the  median  nerve  proximal  to  the 
sensory  digital  branches  to  the  adja- 
cent long  finger,  the  appearance  of  a 
neurofibroma.  Extensive  micro- 
scopic sections  of  the  entire  finger 
failed  to  demonstrate  the  typical 
perineural  or  endoneural  fibrosis 
previously  reported  as  occurring 
with  neurofibromatosis.''^ 

DISCUSSION 

Authors  of  75  reported  cases  from 
1925  to  the  present  have  agreed  on 
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Fig.  1.  Proportions  of  index  Tinger  and  thumb  of  left  hand  at  23  months. 
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Fig.  2.  Operating  room  photograpti  shows  tumorous  enlargement  of  median  nerve  proximal  to 
the  tagged  digital  nerve  branches. 


the  classical  manifestations  of  mac- 
rodactylism  of  the  hand.''^'  They 
have  listed  vailing  diagnoses  as  a 
result  of  microscopic  examination 
of  specimens  from  amputated  fin- 
gers, decompressed  carpal  tunnels 
and  plastic  reduction  procedures. 
Diagnoses  include  lipoma,  hamar- 
toma, neurinoma,  fibroiipoma  and 
neurofibroma. 

The  amputated  finger  specimen  in 
this  case  was  sectioned  serially  at 
several  levels  and  no  pathological 
defect  was  demonstrated  in  either 
digital  nerve  or  skeletal  tissue.  The 
tumorous  portion  of  the  median 
nerve  was  seen  at  a  site  proximal  to 
the  level  of  amputation.  Inglis'  and 


Moore''-  suggest  that  such  lesions 
have  "a  neural  intrinsic  factor""  or 
neurogenic  effect  on  the  skeletal 
parts  distal.  Since  excision  of  the 
neural  lesion  produces  an  insensible 
digit,  management  should  therefore 
be  directed  toward  preserving  func- 
tional parts  by  altering  the 
neurogenic  effect. 

Selectively  staged  epiphysi- 
odesis,  corrective  osteotomy  and 
reduction  plastic  procedures  before 
maturation  of  the  hand  can  produce 
a  functional  and  cosmetically  ac- 
ceptable hand. 
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Fashion  has  declared  that  women  must  he  slender  so  an  epidemic  of  fasting  or  semi-starvation  is 
rapidly  spreading  among  society  women.  The  mortality  tables  will  soon  begin  to  show  the  result. 

Women  are  naturally  plumper  than  men.  their  bodies  are  rounder  and  they  have  a  larger  proportion  of 
adipose  tissue.  After  forty,  women  naturally  increase  somewhat  in  weight.  It  is  always  dangerous  to 
attempt  to  thwart  the  purposes  of  Nature.  .  .  .  — Sfmi-Suirvarion-Fashionablc  Suicide.  Reprinted  in 
Tlw  Health  Bulletin.  June  1^27. 
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"THERE  IS  NO  MORE  INDEPENDENCE  IN 

POLITICS  THAN  THERE  IS  IN  JAIL" 

—WILL  ROGERS 

For  many  weeks  professional  and  general  news  pub- 
lications have  been  carrying  such  headlines  as  "New 
Manpower  Law  Stirs  School  Rebellion"  and  "Uproar 
in  the  Medical  School."  The  basis  of  all  of  this  con- 
troversy is  the  Health  Professions  Educational  Assis- 
tance Act  of  1976  which  was  signed  into  law  last  Oc- 
tober 12.  The  law  (PL  94-484)  amends  the  existing 
Public  Health  Service  Act.  and  its  declared  intention 
is  to  produce  more  primary  care  practitioners  and  to 
improve  health  services  in  manpower  shortage  areas. 
The  bill  emerged  after  three  years  of  conflict  among 
the  Congress,  the  executive  branch  and  groups  repre- 
senting medical  and  health  education  schools  and  or- 
ganizations. Financial  support  —  capitation  grant 
programs  —  is  of  particular  importance  to  schools  of 
medicine,  osteopathy,  dentistry,  public  health,  vet- 
erinary medicine,  podiatry,  optometry  and  pharmacy. 
All  such  schools  are  eligible  to  receive  federal  money 
for  each  fulltime  student  enrolled  over  the  the  next  few 
years.  The  amount  authorized  — not  appropriated  — 
varies  from  a  high  of  $2,000  for  each  student  of 
medicine,  osteopathy  and  dentistry  to  alow  of  $695  for 
each  fulltime  student  of  pharmacy.  While  the  funding 
will  be  less  than  authorized,  it  is  obviously  important 
to  most  schools.  The  conditions  that  must  be  met  in 
order  to  receive  such  funding  have  generated  almost 
universal  negative  reactions.  One  reasonable  and  ac- 
ceptable condition  is  that  all  schools  must  maintain 
first  year  enrollments  at  the  level  of  the  preceding  year 
and  must  maintain  their  level  of  nonfederal  expendi- 
tures. Medical  schools  and  their  affiliated  programs 
are  responsible  for  offering  and  keeping  filled  a 
specified  percentage  of  residency  positions  in  primary 
care  training  programs.  The  required  percentages  of 
primary  care  positions  are  35%  for  the  fiscal  year  1978 
(October  1,  1977,  through  September  30,  1978);  40% 
for  the  fiscal  year  197.9;  and  50%  for  the  fiscal  year 
1980.  This  condition  is  consistent  with  the  intention  of 
the  act  and  for  North  Carolina  medical  schools  is 
attainable.  But  this  is  not  true  for  some  medical 
schools,  particularly  those  in  large  urban  areas. 

Perhaps  the  most  upsetting  provision  is  the  re- 
quirement that  medical  schools  reserve  an  "equitable 
number"  of  positions  in  their  classes  for  United  States 
citizens  who  were  students  in  foreign  medical  schools 
before  October  12,  1976,  who  have  completed  at  least 
two  years  of  medical  school  and  have  passed  Part  I  of 


the  National  Boards.  Supposedly  the  school  must  ac- 
cept these  assigned  students  regardless  of  other 
academic  qualifications.  Obviously,  this  infringes  on 
the  admission  policies  and  prerogatives  of  the  univer- 
sity. A  major  negative  reaction  comes  from  medical 
students  and  students  who,  after  being  refused  admis- 
sion, are  reapplying  for  medical  school.  It  means  that 
the  well-to-do  student  who  could  afford  to  go  to  a 
foreign  medical  school  is  given  an  advantage  over  the 
one  who  is  reapplying  and  hoping  to  get  into  a  medical 
school.  Class  action  suits  have  been  threatened  but,  to 
the  best  of  my  knowledge,  none  has  been  filed.  Esti- 
mates of  the  number  of  Americans  in  foreign  schools 
vary  from  4,000  to  6,000.  Approximately  one-third  of 
all  Americans  studying  medicine  abroad  are  enrolled 
at  the  Universidad  Autonoma  de  Guadalajara, 
Mexico. 

The  bill  creates  another  serious  problem  by  giving 
the  Secretary  of  Health,  Education  and  Welfare  au- 
thority to  establish  criteria  for  determining  allowable 
increases  in  tuition  and  other  educational  costs  for 
which  the  secretary  is  responsible  for  payment  under 
any  program  authorized  by  this  law;  for  example. 
National  Health  Service  Corps  scholarships,  financial 
need  scholarships  and  loan  programs.  This  could  give 
the  government  free  access  to  school  financial  records 
and  could  prevent  or  delay  the  authorization  of  tuition 
increases  for  an  extended  period  of  time. 

These  conditions  are  viewed  as  unnecessary  and 
undesirable  interference  with  the  objectives  and  ad- 
ministrations of  universities  as  well  as  medical 
schools.  Several  eminent  presidents  of  universities 
have  been  particularly  outspoken  in  their  condemna- 
tion of  this  governmental  interference.  Consequently, 
several  public  and  private  medical  schools  have  indi- 
cated that  if  modification  is  not  forthcoming  they  do 
not  intend  to  participate  and  will  find  other  means  of 
support  —  in  one  instance,  an  increase  in  allocation 
from  state  funds;  in  others,  a  sizeable  increase  in 
tuition. 

Inasmuch  as  the  regulations  for  this  controversial 
act  have  not  been  written,  many  medical  schools  are 
adopting  a  wait-and-see  stance.  Implementation  of  the 
act  has  been  assigned  to  the  Bureau  of  Health  Man- 
power. The  administrative  process  of  writing  at  least 
30  new  sets  of  regulations  has  started,  but  it  will  be  a 
long  ordeal.  Actual  funding  is  questionable,  since  few 
programs  will  be  funded  under  previous  appropria- 
tions and  the  vast  majority  are  dependent  for  funding 
upon  the  new  Congress  and  administration. 
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Political  pressure  has  already  resulted  in  a  modifica- 
tion of  one  section  of  this  bill.  Surprisingly,  or  perhaps 
not  surprisingly,  this  demand  for  a  change  came  from 
individuals  who  strongly  supported  the  passage  of  the 
measure.  Fortunately ,  an  escape  clause  was  provided. 
The  situation  was  essentially  as  follows.  In  the  find- 
ings and  declaration  of  the  policy  section,  Congress 
"finds  and  declares  that  there  is  no  longer  an  insuffi- 
cient number  of  physicians  and  surgeons  in  the  United 
States  such  that  there  is  no  further  use  for  affording 
preference  to  alien  physicians  and  surgeons  in  admis- 
sion to  the  United  States."  Therefore,  foreign  physi- 
cians may  no  longer  enter  the  United  States  as  ex- 
change visitors  unless  certain  strict  conditions  are 
met.  The  law  provided  that  the  individual  must  have 
passed  Part  1  and  Part  II  of  the  National  Board  of 
Medical  Examiners  (or  an  equivalent  as  determined 
by  the  secretary).  This  limitation  particularly  affected 
states  such  as  New  York  that  depend  heavily  on 
foreign  medical  graduates  to  staff  their  hospitals  and 
institutions.  HEW  Secretary  David  Mathews  issued  a 
waiver  on  January  10:  Foreign  medical  graduates  do 
not  have  to  meet  these  criteria  if  it  can  be  demon- 


strated that  they  will  be  performing  duties  in  programs 
where  their  loss  would  cause  "a  substantial  disruption 
of  services."  The  one-year  waiver  does  limit  the 
number  of  foreign  medical  graduates  in  each  program 
to  the  number  in  the  program  on  January  10,  1977.  It  is 
anticipated  during  this  year  that  HEW  will  develop  an 
equivalent  exam  rather  than  try  to  arrange  for  Part  I 
and  Part  11  of  the  National  Board  to  be  given  abroad. 

It  will  be  many  weeks  before  the  heat  generated  by 
PL  94-484  abates,  and  that  will  occur  when  some 
rational  modification  and/or  regulations  are  de- 
veloped. 

EWALD  W.  BUSSE,  M.D. 
Associate  Provost  and  Dean 
Medical  and  Allied  Health  Education 
Duke  University  Medical  Center 
Durham,  North  Carolina 
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Editorials 


GUILT  BY  IMPLICATION 

During  1976  the  news  media  repeatedly  focused  on 
fraudulent  action  on  the  part  of  physicians  in  Medicaid 
and  Medicare  programs.  Broad  statements  presum- 
ably incited  by  isolated  instances  of  abuse  in  the  health 
service  community  have  implied  that " "doctors"  feed 
abundantly  at  the  public  trough. 

Even  those  investigating  the  delivery  of  health  ser- 
vices under  government  programs  report  that  only  a 
small  minority  of  Medicare  practitioners  engage  in 
these  reported  abuses.  Sen.  Frank  Moss  of  Utah,  head 
of  a  government  investigating  body,  has  afffirmed  this 
as  factual  and  attested  to  the  cooperative  efforts  of 
organized  medicine  in  identifying  and  penalizing 
abusers. 

Here  in  North  Carolina,  hospital  staffs  and  medical 
societies  have  Utilization  and  Review  Committees. 
The  North  Carolina  Medical  Society  has  established  a 
North  Carolina  Peer  Review  Foundation  to  create  and 
supervise  professional  standards  statewide.  The 
Board  of  Medical  Examiners  has  sought  legislation  to 
strengthen  its  power  to  penalize  incompetency.  Six 
committees  in  the  North  Carolina  Medical  Society  are 
giving  attention  to  the  quality  and  cost  of  medical  care. 

These  facts  indicate  that  the  medical  profession 
recognizes  and  accepts  the  responsibility  of  detecfing 


and  penalizing  abusers.  Conversely,  physicians  who 
cooperate  with  the  Medicaid  and  Medicare  programs 
are  confronted  with  reams  of  paper  work,  complicated 
billing  procedures,  increased  overhead  costs,  lower 
than  customary  fees,  difficult  to  collect  co-payments, 
and,  not  the  least  important,  a  downgrading  of  the 
doctor-patient  relationship.  The  posture  of  both  doc- 
tor and  patient  are  potentially  compromised.  Guilt  by 
implication  accentuates  the  bureaucratic  nightmare. 

J.S.R. 


ACETAMINOPHEN  POISONING 

In  1964,  after  the  consequences  of  analgesic  abuse 
were  recognized,  warning  labels  were  required  for 
proprietary  anodynes  containing  phenacetin  and 
acetaminophen  (paracetamal)  was  substituted  for  it  in 
many  preparations.  But  APC  (aspirin,  phenacetin, 
caffeine)  is  still  with  us  bearing  many  names.  One  of 
the  results  of  analgesic  abuse  is  the  development  of 
renal  medullary  necrosis,  often  with  infection, 
sloughed  papillae,  renal  calculi,  renal  tubular  acidosis, 
hypertension  and  renal  failure  following.  Because 
acetaminophen  is  the  primary  metabolite  of  phenace- 
tin and  is  found  in  increasing  concentration  in  kidneys 
of  experimental  animals  as  the  papillae  are  ap- 
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preached.'  it  had  been  feared  that  substitution  would 
make  httle  difference  in  nephrotoxicity.  Surprisingly, 
although  observations  are  limited,  agents  containing 
acetaminophen  thus  far  do  not  seem  to  have  been 
chronically  abused  as  much  as  their  ancestors.  A  new 
problem,  however,  has  emerged,  that  of  severe  hepa- 
tic damage  when  excessive  amounts  of  the  drug  are 
taken,  usually  in  suicidal  gesture.  Recently  the  first 
fatality  from  hepatic  failure  in  this  country  was  re- 
ported and  appropriately  publicized  in  the  lay  press 
and  on  television.-  The  English  have  much  greater 
experience,  a  mysterious  geographic  variation,  and 
have  suggested  that  hepatic  glutathione  stores  are  de- 
pleted by  acetaminophen  overdose.  Consequently, 
compounds  containing  sulfhydryl  (-SH)  groups  might 
be  expected  to  be  of  value  in  protecting  the  liver. 


The  30lh  edition  o\(h>:  PDR  ( 1976)  lists  fi4  preparations  uhich  eontain  acetaminophen 
Many  of  these  are  adsertised  intensively  on  television  because  they  are  over-the-counter 
medications 


Cysteamine  seems  to  be  effective  in  man  but  is  not 
available  in  this  country  for  general  use.  However. 
Crome  and  his  colleagues^  have  recently  reported  that 
the  amino-acid  precursor  of  glutathione,  methionine, 
in  the  dose  of  2.5  g  every  four  hours  to  a  total  dose  of 
10  g  is  effective  if  given  within  10  hours  of  overdose. 
Since  methionine  is  stable  and  can  be  given  by  mouth, 
these  observations  are  most  encouraging,  particularly 
if  confirmed.  Perhaps  acetaminophen*  will  not  be- 
come a  favorite  for  the  desperate  and  despondent  in 
the  United  States  but  at  least  methionine  is  easily 
available  in  our  pharmacies. 

J.H.F. 
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AHEC  IN  COLUMBUS  COUNTY 

To  the  Editor: 

In  our  recent  article,  "Child  Health.  Rural  North 
Carolina,  and  Chapel  Hill:  AHEC  in  Columbus 
County"'  (NCMJ,  Nov.  1976).  we  described  a  program 
linking  the  School  of  Public  Health  of  the  University 
of  North  Carolina  at  Chapel  Hill  with  Columbus 
County  through  the  Area  Health  Education  Center  in 
Wilmington.  Some  questions  have  been  raised  by 
readers  of  the  Journal  suggesting  that  the  university 
has  gone  beyond  its  educational  mandate  through  the 
AHEC  program  to  the  direct  provision  of  health  ser- 
vices in  a  community  setting.  We  wish  to  clarify  that 
the  Columbus  County  program,  like  all  activities  sup- 
ported by  AHEC,  was  designed  as  an  education  and 
training  experience  for  pediatricians  and  other 
graduate  students  from  the  School  of  Public  Health, 
with  supervision  provided  by  university  faculty  and 
practitioners  in  Columbus  County.  In  the  course  of 
this  learning  experience,  needed  and  valuable  services 
were  obviously  provided  to  residents  of  Columbus 
County.  It  is  this  unique  opportunity  to  blend  educa- 
tional needs  with  community  needs  which  is  the  es- 
sence of  the  mandate  of  our  General  Assembly  to  the 
AHEC  program  and  which  we  believe  was  well  served 
by  the  program  described  in  our  article. 

Joe  L.  Holliday.  M.D..  M.P.H. 

Claude  E.  Fox,  M.D.,  M.P.H. 

Earl  Siegel,  M.D.,  M.P.H. 

Department  of  Maternal  and  Child  Health 

School  of  Public  Health 

The  University  of  North  Carolina 

Chapel  Hill,  North  Carolina  27514 


CROHN'S  DISEASE 

To  the  Editor: 

The  Chapel  Hill  Study  Center,  one  of  eight  univer- 
sity centers  cooperating  in  "The  Trial  of  Adjunctive 
Therapy  in  Crohn's  Disease,"  a  study  funded  by  the 
National  Institute  of  Arthritis,  Metabolism  and  Diges- 
tive Diseases,  requests  your  cooperation  in  the  refer- 
ral of  patients  with  active  symptomatic  Crohn's  dis- 
ease (regional  enteritis). 

The  study,  requiring  an  accurate  x-ray  or  histologic 
diagnosis  of  Crohn's  disease,  is  a  double-blind  study 
in  which  patients  who  qualify  are  given  prednisone, 
Azulfidine  or  a  combination  of  the  two  drugs.  The  full 
study  period  of  34  weeks  requires  on-  and  off-study 
tests  and  clinic  visits.  Physicians'  fees,  medications 
and  virtually  all  hospitalization  costs  and  laboratory 
fees  are  covered  by  our  study  program.  In  cases  where 
transportation  costs  are  considerable,  arrangements 
can  be  made  to  defray  much  if  not  all  of  such  expenses. 

Referring  physicians  will  be  kept  fully  informed  of 
the  results  of  the  treatment.  To  refer  a  patient  or 
obtain  further  information,  please  call  or  write  Dr. 
John  T.  Sessions.  Jr.,  or  Mrs.  Alice  M.  Rupen. 

The  Division  of  Digestive  Diseases  and  Nutrition 

Room  324.  Clinical  Science  Building  229  H 

The  University  of  North  Carolina 

Chapel  Hill.  North  Carolina  27514 

(919)  966-2511  or  966-1279 
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NEW  MEMBERS 

of  the  State  Society 


Caldwell,  David  Clark,  (STUDENT)  640  Fenimore  St.,  Winston- 
Salem  27103 

Clough.  John,  MD  (GS)  40,^  Colony  Avenue,  Ahoskie  27910 

Coleman,  Julian  Barrus,  MD  (EM)  101  Dalebrook  Circle,  Green- 
ville 278.34 

Crowell,  Charles  Carlos,  111,  MD  (CD)  624  Quaker  Lane.  High 
Point  27262 

Evans,  William  Porter,   MD  (INTERN/RESIDENT)  .^287  Silas 
Creek  Parkwav,  Winston-Salem  2710.3 

Faulkenberry,  Russell  Wavne,  MD,  Third  Ave.,  SW,  Box  878, 
Tavlorsville  28681 

Finn,  Richard  Connell,   MD  (OBG)  27.^  Staffordshire  Rd., 
Winston-Salem  27104 

Gray,   Patrick   Hampton,   (STUDENT)  601    Lockland   Ave.. 
Winston-Salem  27103 

Hough.  William  Amos.  111.  MD  (IM)  2270  Sunderland  Road.  Apt. 
1.3-A.  Winston-Salem  27103 

Knaver.  William  Jerome.  (STCDENT)  Box  21.s.  Bouman  Gray. 
Winston-Salem  27103 

Little.  Harrv  Marette.  (STUDENT)  2367  Bethabara  Road.  Apt. 
H-IO.  Winston-Salem  27106 

Mann.  John  Douglas.  MD(N)  7.sl  Clinical  Sciences  Building.  Univ. 
of  North  Carolina.  Chapel  Hill  27.s|4 

O'Hale.  John  Augustine,  MD  (IM)  2717  Huntington  Rd.,  Fayette- 
■  ville  28303 

Ohmart,  David  Lowman,  MD  (PD)  250  Charlois  Blvd..  Winston- 
Salem  27103 
'      Penkar.  Suresh  Jagannath.   MD  (.AN)   1.^1   Dalvvood  Dr..  #6. 
Winston-Salem  27104 

Radisch.  Deborah  Lvnn.  (STUDENT)  1416  Glade  St..  Apt.  #7. 
,  Winston-Salem  27101 

Scarlata.  Salvatore  P..   MD  (AN)  704-A  Doctor's  Dr..  Kinston 
28,s01 

Stime.  Howard  Douglas.  (STUDENT)  Box  183.  Bowman  Gray, 
Winston-Salem  27103 
I      Tannehill,  John  Franklin,  MD  (OTO)  1600  N.  Main  St..  Waynes- 
ville  28786 

Webb.  Robert  Kent,  MD  (IM)  517  Beaumont  Rd..  Favetteville 
28306 

Whitener.  Betty  Lou.  MD  (GP)  .s05  Central  Avenue.  Butner27,s09 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  of 
the  Bowman  Gray,  Duke  and  UNC  Schools  of  Medicine  and 
Dorothea  Dix  Hospital  are  accredited  by  the  American  Medical 
Association.  Therefore  CME  programs  sponsored  or  co-sponsored 
by  these  schools  automatically  qualify  for  AMA  Category  I  credit 
toward  the  AMA  Physician's  Recognition  Award,  and  for  North 
Carolina  Medical  Society  Category  "A"  credit.  Where  AAFP 
credit  has  been  requested  or  obtained,  this  also  is  indicated. 

2.  The  "place"  and  "sponsor"  are  indicated  for  a  program  only 
when  these  differ  from  the  place  and  source  to  wnte  "for  informa- 
tion." 


PROGRAMS  IN  NORTH  CAROLINA 
April  1-2 

Practical  Pediatrics 

Fee:  $50 

Credit:  9  hours;  AAFP  approval  requested 

For  Information:  Emery  C.  Miller,  M.D..  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

April  6 

Oncology  Seminar 

Place;  Wayne  County  Memonal  Hospital,  Goldsboro 

Sponsor;  Eastern  AH  EC  and  Wayne  County  Memorial  Hospital 

Credit:  AMA  Category  1;  AAFP  approval  requested 

For  Information:  Susan  Keys,  Eastern  AHEC,  Greenville  27834 

April  8-9 

American  College  of  Surgeons — N.C.  Chapter — Annual  Meeting 

Place:  Ramada  Inn.  Durham 

For  Information:  James  S.  Mitchener.  M.D.,  Box  1599,  Laurinburg 
28352 

April  21 

Gastrointestinal  Bleeding  —  Wilson  Memorial  Hospital  Post- 
graduate Symposium 

Place:  Wilson  Memonal  Hospital  Learning  Center 

Sponsors:  Wilson  Memorial  Hospital.  Wilson  Chapter-AAFP  and 
.AHEC 

Credit:  AMA  Category  I;  AAFP  approval  requested 

For  Information;  William  Banfield.  M.D..  Wilson  Clinic.  Wilson 
27893 

April  22-23 

3rd  Annual  Perinatal  Postgraduate  Course 

Credit:  9''2  hours;  AMA  Category  1,  AAFP  approval  requested 

Fee:  $35  for  physicians  and  $25  for  nurses 

For  Information:  Oscar  L.  Sapp,  III,  M.D..  Associate  Dean  for 

Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 

27514 

April  26-27 

Annual  Meeting  of  the  North  Carolina  Thoracic  Society 
Place;  Great  Smokies  Hilton,  Asheville 
Sponsor:  North  Carolina  Thoracic  Society 

For  Information:  Mr.  C.  Scott  Venable.  Executive  Director.  North 
Carolina  Lung  Association.  P.O.  Box  127.  Raleigh  27602 

April  28 

6th  Annual  New  Bern  Medical  Symposium  —  Cardiovascular  Dis- 
ease 
For  Information:  W.B.Hunt,  Jr..  M.D.,  Box  2 157.  New  Bern  28560 

April  29-30 

Cancer  Symposium 

Place:  Grove  Park  Inn.  Asheville 

Sponsor;  Mountain  AHEC  in  cooperation  with  Duke  University 

Cancer  Control  Program 
Fee;  $15;  enrollment  limited  to  300 
Credit:  10  hours;  AMA  Category  1  approval  requested 
For  Information;  Henry  S.  M.  Uhl.  M.D.,  Mountain  AHEC,  509 

Biltmore  Ave..  Asheville  28801 

April  29.  30,  May  1 

Radiology  of  the  Abdomen 

Place;  Berrvhill  Hall 

Fee;  $75 

Credit:  12  hours;  AMA  Category  I  approved 

For  Information:  Oscar  L.  Sapp,  HI,  M,D.,  Associate  Dean  for 


March   1977.  NCMJ 


157 


Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 
27514 

May  5-8 

123rd  Annual  Session  of  the  North  Carolina  Medical  Society 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carobna  Medical  Society,  Box  27167.  Raleigh  27611 

May  11-12 
(Note  Date  Change) 

Breath  of  Spring  '77  Respiratory  Care  Symposium 

Fee:  $35 

Credit:  9  hours;  AAFP  approval  requested 

For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine. 
Winston-Salem  27103 

May  14-15 

Practical  Dermatology  for  the  Non-Dermatologist 

Place:  Holiday  Inn.  Salter  Path  Road,  Atlantic  Beach 

Sponsors:  Department  of  Dermatology  and  the  Office  of  Continuing 

Education.  University  of  North  Carolina  at  Chapel  HiU;  Eastern 

AHEC 
Credit:  7  hours;  AAFP  approval  requested 
Fee:  $50  for  physicians;  $25  for  physician's  assistants,  pediatric 

nurse  practitioners  and  family  nurse  practitioners 
For  Information:  W.  Mitchell  Sams,  Jr.,  M.D.,  Department  of 

Dermatology,  UNC  School  of  Medicine,  Chapel  Hill  27514 

May  18-19 

The  28th  Annual  Scientific  Sessions  of  the  N.C.  Heart  Association 
Place:  Winston-Salem 

For  Information:  Mebane  M.  Pritchett.  1  Heart  Circle,  P.O.  Box 
2408,  Chapel  Hill  27514 

May  19-21 

Assessment  and  Evaluation  Strategies  in  Aging:  People.  Popula- 
tions and  Programs 

Place:  Grove  Park  Inn.  Asheville 

For  Information:  Dorothy  Heyman,  Box  3003,  Center  for  the  Study 
of  Aging  and  Human  Development,  Duke  Medical  Center. 
Durham  27710 

May  20-21 

1 1th  Annual  Duke-McPherson  Otolaryngology  Symposium 
Place:  Duke  University  Medical  Center 
Fee:  $60 


For  Practice  Management 
Information  Systems . . . 

Call  The  Specialists 
Call  Systemedics 


Cvj 
CD 

1^ 


•  FOR  improved  cashflow  and 

financial  control 

•  FOR  automatic  processing  of 

patient  statements  and 
insurance  information 

•  FOR  improved  patient  management 

thirough  use  of  our 
Problem  Oriented  Record 

■  FOR  continuing  service  and 
management  assistance 

Carolina 

systemedics 

1  hi  8  C()untr\  Cluli  Rojd 
Wiliiiinmnn,  North  Carolina  Ja401 


Credit:  8  hours;  AMA  Category  I  approved 
For  Information:  J.  P.  Farmer.  M.D.,  Box  3805,  Duke  University 
Medical  Center,  Durham  27710 

May  21-22 

Pediatric  Respiratory  Disease  Conference 
Place:  Duke  University  Medical  Center 

For  Information:  Alexander  Spock,  M.D.,  P.O.  Box  2994,  Duke 
University  Medical  Center.  Durham  27710 

May  21-22 

Pediatric  Respiratory  Disease  Conference 
Place:  Quail  Roost  Conference  Center,  Rougemont 
Credit:  1 1  hours;  AMA  Category  1  approval  requested 
For  Information:  Alexander  Spock,  M.D..  P.O.  Box  2994.  Duke 
University  Medical  Center,  Durham  27710 

May  23-25 
Update  In  Obstetrics  and  Gynecology 
Place:  Great  Smokies  Hilton.  Asheville 
Sponsors:  American  College  of  Obstetrics  and  Gynecology  and  the 

UNC  Department  of  Obstetrics  and  Gynecology 
Fee:  $225;  enrollment  limited  to  200 
Credit:  21  hours;  AMA  Category  1  approval  requested 
For  Information:  American  College  of  Obstetrics  and  Gynecology. 

1  E.  Wacker,  Chicago.  Illinois  60601 

May  27-28 
3rd  Annual  Arthritis  Symposium  —  Immune  Mechanisms  in 

Rheumatic  Diseases 
Place:  Berryhill  Hall 
Fee:  $50 
Credit:  14  hours 
For  Information:  Oscar  L.  Sapp.  111.  M.D..  Associate  Dean  for 

Continuing  Education.  UNC  School  of  Medicine,  Chapel  Hill 

27514 

June  13-15 

North  Carolina  Hospital  Association  Annual  Meeting 
Place:  Grove  Park  Inn.  Asheville 

For  Information:  Mrs.  Diane  Turner.  North  Carolina  Hospital  As- 
sociation. P.O.  Box  10937.  Raleigh  27605 

June  16-18 

24th  Annual  Mountaintop  Medical  Assembly 
Place:  Waynesville  Country  Club.  Waynesville 
Sponsor:  Haywood  County  Chapter  of  AAFP 
Fee:  $50 

Credit:  12  hours.  AAFP  approved 

For  Information:  Clinton  Border.  M.D..204Depot  St.,  Waynesville 
28786 

June  16-19 

Seaboard  Medical  Association  Annual  Meeting 
Place:  Holiday  Inn,  Kill  Devil  Hills 
Credit:  AMA  Category  1;  AAFP  approval  requested 
For  Information:  Mrs.  Annette  S.  Boutwell,  P.O.  Box  10387, 
Raleigh  27605 

June  18-19 

Practical  Dermatology  for  the  Non-Dermatologist 

Place:  Center  for  Continuing  Education,  Appalachian  State  Uni- 
versity, Boone 

Sponsors:  Department  of  Dermatology  and  the  Office  of  Continuing 
Education,  University  of  North  Carolina  at  Chapel  Hill;  AHEC 

Credit:  7  hours;  AAFP  approval  requested 

Fee:  $50  for  physicians;  $25  for  physician's  assistants,  pediatric 
nurse  practitioners  and  family  nurse  practitioners 

For  Information:  W.  Mitchell  Sams,  Jr.,  M.D.,  Department  of 
Dermatology,  UNC  School  of  Medicine,  Chapel  Hill  27514 

July  1-3 

7th  Annual  Sports  Medicine  Symposium 
Place:  Blockade  Runner  Motor  Hotel.  WrightsviUe  Beach 
Credit:  AAFP  approval  requested 

For  Information:  Frank  C.  Wilson.  M.D..  N.C.  Memorial  Hospital, 
Chapel  HiU  27514 

July  10-15 

Morehead  Postgraduate  Symposium 

For  Information:  M.  Henderson  Rourk.  Jr..  M.D..  Box  3009.  Duke 
University  Medical  Center.  Durham  27710 
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July  24-29 

Annual  Meeting  of  the  Southern  Obstetric  and  Gynecological 

Seminar,  Inc. 
Place:  Grove  Park  Inn,  Asheville 
Credit:  21  hours;  AAFP  approval  requested 
For  Information:  Otis  Duck,  M.D.  Drawer  F,  Mars  Hill  28754 

August  1-5 

Fifth  Annual  Beach  Workshop 

Fee:  $125 

Credit:  20  hours;  AAFP  approval  requested 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine. 
Winston-Salem  27103 

September  9-10 

Annual  Meeting  of  the  North  Carolina  Chapter  of  the  American 
Academy  of  Pediatrics  and  the  North  Carolina  Pediatric  Society 

Place:  Center  for  Continuing  Education,  Appalachian  State  Uni- 
versity, Boone 

For  Information:  Mrs.  John  McLain,  Executive  Secretary,  3209 
Rugby  Road,  Durham  27707 

September  16-17 

7th  Walter  L.  Thomas  Symposium  on  Gynecological  Malignancy 
and  Surgery 

Place:  Duke  University  Medical  Center 

SfKjnsor:  Duke  University  Medical  Center,  Department  of  Obstet- 
rics and  Gynecology 

Fee:  $100 

Credit:  12  hours;  AM  A  Category  1;  AAFP  approval  requested 

For  Information:  William  T.  Creasman,  M.D.,  Box  3079,  Duke 
University  Medical  Center,  Durham  27710 

September  15-16 

Annual  Angus  M.  McBryde  Perinatal  Symposium 

Place:  Duke  University  Medical  Center 

Sponsor:  Duke  University  Medical  Center,  Division  of  Perinatal 
Medicine  and  Department  of  Human  Resources,  Division  of 
Health  Services 

Fee:  $50 

Credit:  AMA  Category  1;  AAFP  approval  requested 

For  Information:  George  W.  Brumley,  M.D.,  Box  3%7,  Duke  Uni- 
versity Medical  Center,  Durham  27710 

September  21-25 

North  Carolina  Medical  Society  Annual  Committee  Conclave 

Place:  Mid-Pines  Club,  Southern  Pines 

Regular  meetings  will  be  scheduled  for  the  Chairman  and  members 
ofalmost  all  regular  Committees  of  the  Medical  Society,  Commit- 
tee members  should  plan  to  be  present. 

For  Information:  Mr.  William  N.  Hilliard,  Executive  Director, 
North  Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  2761 1 

September  24-25 
Practical  Dermatology  for  the  Non-Dermatologist 
Place:  Blockade  Runner,  Wrightsville  Beach 
Sponsors:  Department  of  Dermatology  and  the  Office  of  Continuing 

Education,  University  of  North  Carolina  at  Chapel  Hill;  AHEC 
Credit:  7  hours;  AAFP  approval  requested 
For  Information:  W.  Mitchell  Sams,  Jr.,  M.D.,  Department  of 

Dermatology,  UNC  School  of  Medicine,  Chapel  Hill  27514 

ITEMS  OF  SPECIAL  INTEREST 

April  7-8 

Southeastern  Regional  Meeting  of  American  Group  Practice  — 

Quality  Assurance  and  Ambulatory  Care 
Place:  Calloway  Gardens,  Georgia 
Credit:  AMA  Category  1,  approval  requested 
For  Information:  Luther  W.  KeUy,  Jr.,  M.D.,  Nalle  Clinic,  1350 

South  Kings  Dnve,  Charlotte  28207 

Courses  in  Ultra  Sound 

The  last  of  a  series  of  three  ten-week  postgraduate  courses  in  Sonic 
Medicine  at  Bowman  Gray  School  of  Medicine  will  be  offered  on 
the  following  dates:  April  11-June  17,  1977.  These  courses  are 
designed  to  provide  background,  techniques,  experience  and 
knowledge  so  that  the  individual  will  be  able  to  set  up  both  an 
ultrasonic  laboratory  and  a  training  program.  Participants  may  at- 
tend the  entire  course  or  only  those  portions  which  are  of  interest  to 
them.  Enrollment  is  limited.  Graduates  receive  30  credit  hours  per 
week  in  Category  1. 
The  program  will  cover  acoustics,  instrumentation,  scanning  and 


applications  to  obstetrics,  gynecology,  ophthalmology,  adult  and 
pediatric  cardiology,  the  abdomen,  the  breast,  radiation  therapy 
planning,  the  urinary  tract  and  the  nervous  system. 

For  further  information,  please  write  to:  James  F.  Martin,  M.D., 
Director,  Postgraduate  Medical  Sonics,  Bowman  Gray  School  of 
Medicine,  Winston-Salem  27103. 

ANNOUNCING 

Free  Training  Workshops  for  Physicians  and  Nurses  in  S.A.F.E. 
Office  Sex  Counseling  and  Therapy,  offered  through  the  Office  of 
Continuing  Medical  Education.  University  of  Kentucky  Medical 
Center. 

Credit:  24  hours 

For  Information:  Linda  Carpenter,  M.S.,  Coordinator,  Center  of 
Rational  Behavior  Therapy  Training,  Office  of  Continuing  Medi- 
cal Education,  University  of  Kentucky  Medical  Center, 
Lexington,  Kentucky  40506 

PROGRAMS  IN  CONTIGUOUS  STATES 

April  1 

Electrolytes  and  Fluids 

Place:  Holiday  Inn  Convention  Center,  Bristol,  Virginia 

Sponsor:  Medical  Staff  of  Bristol  Memorial  Hospital  and  East  Ten- 
nessee State  University  School  of  Medicine 

For  Information:  Fred  Vance,  Jr.,  M.D.,  210  Memorial  Drive, 
Bristol,  Tennessee  37620 

April  15-16 

30th  Annual  Stonebumer  Lecture  Series  —  Safety  in  Anesthesia 

Place:  Medical  College  of  Virginia 

Sponsors:   Department  of  Continuing   Education,   School  of 

Medicine,  Medical  College  of  Virginia  and  the  Virginia  Society  of 

Anesthesiologists 
Fee:  $65  for  physicians;  $45  for  nurse  anesthetists;  $15  for  interns 

and  residents 
Credit;  13  hours;  AMA  Category  I;  AAFP  approved 
For  Information:  Department  of  Continuing  Education,  School  of 

Medicine,  Medical  College  of  Virginia,  Box  91,  Richmond  23298 


The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  -WHAT?  WHEN?  WHERE?".  P.O.  Box 
27167.  Raleigh  2761 1.  by  the  10th  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A  "Request  for  Listing"  form  is  available 
on  request. 


AUXILIARY  TO  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 


Since  the  need  for  improvement  in  school  health 
education  in  the  NoiTh  Carolina  public  schools  was 
established  by  the  results  of  the  medical  auxiliai^ 
survey  (NCMJ.  October.  1974),  many  events  have 
taken  place.  In  1975,  Dr,  Craig  Phillips  requested  for- 
mation of  an  advisory  committee  to  the  N.C.  Depart- 
ment of  Public  Instruction  composed  of  members  of 
the  N.C.  Medical  Society  and  the  auxiliary.  Because 
of  continued  budget  cuts  in  the  area  of  health  educa- 
tion, the  committee's  opinion  is  that  legislation  is 
necessary  to  insure  comprehensive  health  education 
in  North  Carolina  public  schools.  This  recommenda- 
tion was  approved  by  the  executive  council  of  the 
medical  society  in  September,  1976,  A  tentative  bill 
has  been  written.  Its  major  provisions  are: 

1.  Establishing,  on  an  incremental  basis  over  a  10- 
year  period,  the  position  of  health  education 
coordinator  in  every  school  administration  unit. 

2,  Establishing  the  position  of  school  health  educa- 
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tion  consultant  in  the  Department  of  Public  In- 
struction. 

3.  Developing  and  printing,  over  a  four-year 
period,  a  sequential  Comprehensive  Curriculum 
Guide  in  Health  Education  for  distribution  to, 
and  use  by,  teachers  of  elementary  and  secon- 
dary students. 

4.  Establishing  a  State  Health  Education  Advisory 
Committee  to  assist  the  Department  of  Public 
Instruction. 

The  term  "Comprehensive  School  Health  Educa- 
tion" includes,  but  is  not  limited  to.  the  areas  of  men- 
tal and  emotional  health,  drug  and  alcohol  abuse  pre- 
vention, nutrition,  dental  health,  environmental 
health,  family  living,  consumer  health  disease  control, 
growth  and  development  and  emergency  care  (first 
aid). 

We  feel  that  passage  of  this  measure  depends  on 
local  efforts  by  society  and  auxiliary  members  to  ex- 
plain the  need  for  such  legislation  and  gain  support  of 
representatives  to  the  Legislature.  In  explaining  the 
program,  the  following  points  should  be  considered: 
1.  That  North  Carolina  physicians  and  their 
spouses  are  committed  to  prevention  of  health 
problems  and  are  concerned  that  many  people 
are  unaware  of  health  problems  which  often  re- 
sult from  their  choice  of  personal  life  styles. 


That  chosen  behavior  is  susceptible  to  the  influ- 
ence of  education,  whetherinthe  schools,  home, 
or  through  mass  media. 

That  standards  of  health  education  vary  from 
system  to  system  and  that,  in  too  many  systems, 
health  education  is  unplanned,  fragmental  and 
based  on  invalid  and  obsolete  information. 


An  informed  awareness  of  history  is  one  of  our  best 
resources  in  maintaining  an  effective  society.  Unfor- 
tunately, most  histories  pay  insufficient  attention  to 
the  role  of  medicine,  in  society,  as  if  the  public  health 
had  no  relation  to  national  aspirations  and  achieve- 
ments. To  understand  today's  medicine  in  North 
Carolina  better,  a  knowledge  of  its  past  is  essential. 
Dr.  Roscoe  McMillan's  Medicine  in  North  Carolina: 
Essays  in  the  History'  of  Medical  Science  and  Medical 
Service.  1524-1960.  is  still  available  from  the  North 
Carolina  Medical  Society,  P.O.  Box  27167.  Raleigh, 
N.C.  2761 1,  for  $25  for  the  two  volumes.  Secondary 
school,  college  and  public  libraries  in  the  state  should 
have  copies  for  ready  reference.  Donations  of  Dr. 
McMillan's  thorough  and  well-written  history  to  such 
institutions  are  tax  deductible. 

Martha  Martinat,  President 


A  unique  hospittil spccializiiifi  in  treatment  of 

ALCOHOLISM 
DRUG  ADDICTION 


in  this  restful  setting  away  from  pressures 
and  free  from  distractions,  tfie  Willingway 
staff,  witfi  understanding  and  compassion, 
carries  out  an  intensive  program  of 
therapy  based  on  honesty  and  responsi- 
bility. The  concepts  and  methods  are  ori- 
ginal, different  and  have  been  highly  suc- 
cessful  for  fifteen   years. 

John    Mooney,    Jr  ,    M  D  .    Director 
Dorothy   R.    Mooney.   Associate   Director 
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News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 
NORTH  CAROLINA  MEMORIAL  HOSPITAL 


Four  members  of  the  UNC-CH  medical  school  fac- 
ulty spent  a  week  in  Egypt  this  fall  to  explore  the 
possibility  of  establishing  an  exchange  program  be- 
tween UNC-CH  and  Alexandria  University. 

The  link  between  Chapel  Hill  and  Alexandria  is  not 
new.  Since  1973  the  faculty  here  and  faculties  of  medi- 
cal schools  throughout  Africa  have  together  de- 
veloped curricula  and  explored  problems  in  medical 
education  under  the  auspices  of  the  federally  funded 
African  Health  Training  Institutions  Project. 

Dr.  Merrel  Flair,  who  directs  the  Office  of  Medical 
Studies,  has  been  involved  with  this  project.  From  the 
relationships  established  in  that  program,  he  said,  in- 
directly grew  the  idea  of  forming  a  broader  link  be- 
tween the  School  of  Medicine  at  UNC-CH  and  the 
medical  school  in  Alexandria. 

After  consulting  with  a  number  of  faculty  members. 
Flair  said.  Dean  Christopher  C.  Fordham  III  accepted 
the  invitation  of  the  dean  of  the  medical  faculty  and  the 
president  of  Alexandria  University  for  a  visit  last  fall. 

During  their  stay  in  Egypt.  Fordham,  Flair.  Chief  of 
Staff  William  E.  Easterling  and  Chairman  of  Pediat- 
rics Floyd  W.  Denny  talked  to  university  officials 
about  possible  cooperative  programs,  visited  several 
departments  of  the  medical  school  and  got  a  first-hand 
view  of  the  health-care  problems  facing  that  country. 


sue  function.  An  $88,000  grant  from  the  National 
Heart,  Lung  and  Blood  Institute  will  fund  their  study 
for  two  years. 

Dr.  George  Johnson.  Jr.,  chief  of  the  division  of 
general  surgery,  and  Dr.  James  Wood,  research 
physiologist  for  the  department  of  surgery,  are  head- 
ing the  research  effort.  Johnson  says  it  is  common  for 
red  cells,  which  carry  oxygen,  to  be  larger  in  diameter 
than  some  of  the  vessels  they  must  pass  through. 

"These  cells  are  usually  pliable  enough  so  that  they 
have  no  trouble  squeezing  into  the  tiniest  capillaries."" 
Johnson  explains. 

■'But  there  are  certain  diseases  and  conditions  that 
make  the  walls  of  the  cells  inflexible.  If  the  cells  can't 
change  shape,  they  don't  get  through.  We  want  to  find 
out  what,  if  any,  effect  this  has  on  body  tissues  — 
specifically  brain  tissue." 


Ten  members  of  the  General  Assembly  attended  a 
special  briefing  Dec.  14  at  North  Carolina  Memorial 
Hospital.  The  purpose  of  the  briefing  was  to  acquaint 
area  lawmakers  with  the  hospital's  patient  care  and 
educational  activities  as  well  as  with  various  health 
care  services  available  to  their  constituents. 

During  their  half-day  visit,  the  legislators  saw  dem- 
onstrations of  some  of  the  hospital's  most  advanced 
procedures  and  equipment.  Members  of  the  hospital's 
medical  staff  discussed  some  of  the  special  programs 
that  benefit  people  throughout  the  state,  such  as  the 
infant  transport  program,  the  kidney  dialysis  and 
transplant  programs  and  the  family  practice  program. 

The  lawmakers  also  learned  about  the  functions  of 
the  Cancer  Research  Center  and  plans  for  the  North 
Carolina  Jaycee  Bum  Center,  which  will  be  completed 
in  two  years. 


Col.  Basil  W.  Pruitt.  director  of  the  Army's  Institute 
of  Surgical  Research.  Brooke  Army  Medical  Center. 
Texas,  was  the  main  speaker  Jan.  15  at  groundbreak- 
ing ceremonies  for  the  North  Carolina  Jaycee  Bum 
Center  at  North  Carolina  Memorial  Hospital. 

The  event  recognized  the  work  of  more  than  15.000 
North  Carolina  Jaycees  who  helped  raise  funds  to 
start  the  center. 

About  $300,000  has  been  raised  through  the  sale  of 
mugs  of  grape  jelly  by  Jaycees. 

Colonel  Pruitt  is  a  former  president  of  the  American 
Bum  Association.  He  received  the  M.D.  degree  from 
Tufts  University  School  of  Medicine  in  1957  and  be- 
came chief  of  the  Bum  Study  Branch  of  the  Army's 
Surgical  Research  Unit  in  1960. 

He  has  held  a  number  of  posts  in  the  military  relat- 
ing to  bums  and  trauma,  including  service  in  Vietnam. 


A  group  of  researchers  in  the  School  of  Medicine  at 
the  University  of  North  Carolina  at  Chapel  Hill  is 
trying  to  find  out  if  blood  cells  that  are  too  inflexible  to 
squeeze  through  capillaries  are  harmful  to  normal  tis- 


Noah  H.  Bennett.  Jr..  senior  vice  president  and 
chief  actuary  of  the  North  Carolina  Mutual  Life  Insur- 
ance Company.  Durham,  has  been  named  to  the 
Board  of  Directors  of  the  North  Carolina  Memorial 
Hospital. 

The  appointment  was  announced  by  E.  O.  Ander- 
son, Jr.,  of  Charlotte,  chairman  of  the  board,  follow- 
ing approval  of  the  nomination  by  the  Board  of  Gover- 
nors of  the  University  of  North  Carolina. 

Bennett,  who  was  bom  in  White  Springs.  Fla..  suc- 
ceeds Dr.  Albert  N.  Whiting  of  Durham,  who  retired 
from  the  board  after  serving  a  5-year  term.  Bennett's 
appointment  was  effective  Jan.  1. 

He  has  been  quite  active  in  Durham  civic  affairs  and 
has  had  experience  as  a  hospital  trustee  —  serving  a 
term  as  a  member  of  the  board  of  Watts  Hospital.  He's 
a  recipient  of  the  Boys'  Club  of  America  Bronze  Key- 
stone Award  and  of  scouting' s  Silver  Beaver  Award. 


Dr.  James  N.  Hay  ward,  professor  and  chairman  of 
neurology,  was  one  of  25  speakers  from  Europe, 
Canada  and  the  United  States  who  attended  a  confer- 
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ence  on  the  neurohypophysis  sponsored  by  the  In- 
ternational Society  of  Neuroendocrinoiogy  in  Key 
Biscayne,  Fla..  in  November.  Hayward  presented  a 
paper.  ■"Hypothalamic  Magnocellular  Activity  and 
Neurohypophysial  Hormone  Release,"  that  will  be 
published  as  a  chapter  in  the  book  The 
Neurohypophysis . 

Dr.  William  L.  Fleming,  professor  of  family 
medicine  and  medicine  at  the  UNC-CH  School  of 
Medicine,  is  participating  in  a  Project  Hope  program 
in  Egypt  Jan.  I -June  30.  He  will  develop  a  venereal 
disease  research  laboratory  in  the  department  of  ve- 
nereal and  skin  diseases  at  Alexandria  University  and 
will  assist  in  developing  curricula  for  the  schools  of 
medicine  and  public  health  at  the  university. 

Dr.  William  E.  Brenner  has  been  named  the  first 
Upjohn  Professor  ofObstetrics  and  Gynecology  in  the 
School  of  Medicine  at  the  University  of  North 
Carolina  at  Chapel  Hill. 

"The  establishment  of  this  professorship  by  the 
Upjohn  Company."  said  Dean  Christopher  C.  Ford- 
ham  III,  "is  in  recognition  of  an  outstanding  depart- 
ment of  obstetrics  and  gynecology  in  the  School  of 
Medicine  and  especially  its  research  capabilities  and 
achievements." 

Brenner,  a  professor  of  obstetrics  and  gynecology, 
has  been  a  memberof  the  UNC-CH  faculty  since  1969. 
He  is  internationally  recognized  for  his  research  on 


prostaglandins.  His  other  research  interests  include 
complications  of  pregnancy,  fetal  growth  and  the 
physiology  of  pregnancy  and  labor. 


Some  50,000  Americans,  complaining  of  fever,  loss 
of  appetite,  headaches  and  upset  stomachs,  will  come 
down  with  infectious  hepatitis  this  year. 

While  they  recover  from  damaged  livers  —  some- 
times in  isolation  in  expensive  hospital  beds  —  they 
miss  weeks  and  occasionally  months  from  theirjobs  or 
school. 

The  culprit?  Polluted  water. 

Since  1919,  when  chlorine  was  first  added  to  a  water 
supply  in  Jersey  City,  N.J.,  bacteria-related  diseases 
^ike  cholera,  dysentery  and  typhoid  have  virtually 
been  eliminated. 

But  chlorination  hasn't  meant  the  end  of  polluted 
water.  Ironically,  the  acceptable  levels  of  chlorine 
used  to  kill  bacteria  in  water  don't  necessarily  wipe 
out  what  may  be  another  threat  —  water-borne  viruses 
like  infectious  hepatitis. 

It  is  this  inability  to  monitor  viruses  in  water  that  has 
scientists  and  public  health  researchers  increasingly 
concerned  about  water  safety  standards. 

"We're  not  waving  a  red  flag,"  cautions  bac- 
teriologist Dr.  D.  Gordon  Sharp  of  the  School  of 
Medicine  at  the  University  of  North  Carolina  at 
Chapel  Hill.  "We  don't  know  necessarily  that  water- 
borne  viruses  are  a  tremendous  hazard.  But  we  do 


TEGA-VERT  TABLETS 

VERTIGO  •  MOTION  SICKNESS  •  NAUSEA  •  MOOD  ELEVATION 

EACH  SUGAR  COATED  TABLET  CONTAINS: 

PENTYLENETETRAZOL  (Metrazol) 50mg 

NIACIN 50mg 

DIMENHYDRINATE  (Dramamine) 25mg 

ADMINISTRATION  AND  DOSAGE:  One  or  two  tablets  three  or  four  times  daily  before  or  after  meals. 

INDICATIONS:  TEGA-VERT  is  indicated  in  the  symptomatic  management  of  idiopathic  vertigo,  as  well  as  that 
associated  with  Meniere's  Syndrome.  Arterial  Hypertension,  Labyrinthitis,  Fenestration  Procedures,  Radiation 
Sickness  and  Tonic  Effect.  TEGA-VERT  has  also  been  of  value  in  patients  with  clinical  symptoms  of  senility  and 
functional  cerebral  impairment  as  well  as  symptomatic  nausea. 

CONTRAINDICATIONS:  TEGA-VERT  should  not  be  used  in  patients  with  known  history  of  sensitivity  to  any  of  its 
ingredients.  Because  of  its  vasodilating  effects,  niacin  is  contraindicated  in  the  presence  of  arterial  hypotension. 

PRECAUTIONS  AND  SIDE  EFFECTS:  Although  there  are  not  absolute  contraindications  to  oral  pentylenetet- 
razol, it  should  be  used  with  caution  in  epileptic  patients  or  those  known  to  have  a  low  convulsive  threshold. 
Dimenhydrinate,  like  other  antihistamines  may  produce  sedative  side  effects,  therefore,  caution  against  operating 
mechanical  equipment  should  be  observed.  This  has  not  been  a  significant  problem  with  TEGA-VERT  since  it 
contains  a  mild  central  nervous  system  stimulant.  Niacin  can  produce  transient  flushing  and  sensations  of  warmth. 

HOW  SUPPLIED:  Bottles  of  100  and  1000  tablets. 

CAUTION:  Federal  law  prohibits  dispensing  without  a  prescription. 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  DVJECTABLES  IN  THE  SOUTHEAST  AT  THE 
VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY 
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When  Griseof  ulvin  is  indicated 
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•Also  Tinea  barbae  and  Tinea  corporis  when  caused  by  fungi  fr 
genera  known  to  be  sensitive  to  griseofulvin. 


^griseofulvin  ultramicrosize, 
Tablets  125  mg 

offers  effective  therapy 
with  1/2  the  dose: 


Can  be  taken  on  an  empty  stomach 

Absorption  nearly  complete  without 
fatty  meals 

Reduced  cost  for  patients 

•  Once-a-day  or  b.i.d.  dosage 

t250  mg  of  Gris-PEG*  provides  plasma  levels 
equivalent  to  tfiose  obtained  with  500  mg  j 
microsize  griseofulvin.  This  improved  ^ 

absorption  permits  the  oral  intake  of 
halt  as  much  griseofulvin  but  there 
is  no  evidence,  at  this  time,  that 
this  confers  any  significant 
clinical  difference  in  regard 
to  safety  or  efficacy. 
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THE  PL^S^\A  LEVELS  OF  Gns-PEG 
AND  MJCROSIZE  GRISEOFULVIN  COMPARED 


SIMGLE  DOSE  STUDY 


difference  between  these  curves.  ( 


250  mgCnj-PEGOru 


HOURS 

Based  on  a  single  dose  double-blind  bioavailabil- 
ity study  conducted  in  24  human  volunteers  com- 
paring the  average  griseofulvin  (microsize)  and 
Gris-PEG  plasma  levels.  There  is  no  significant 
difference  between  peak  plasma  levels,  times  to 
peak,  and  areas  under  the  cun/e.  Gas  chromato- 
graphic assay. 


DESCRIPTION 

Griseofulvin  15  an  antibiotic  derived  from  a 
species  ot  Pemciihum 
Gns-PEG  IS  an  ultramicrocrystallme  solid- 
state  dispersion   ot   griseofulvin   in   poly- 
ethylene glycol  6000 

Gns-PEG  tablets  differ  from  griseofulvin 
(microsize)  tablets  USP  in  that  each  tablet 
contains  125  mg  of  ultramicrosize  griseo- 
fulvin biologically  equivalent  to  250  mg  of 
microsize  griseofulvin 
ACTION 

Microbiology  Griseofulvin  is  fungistatic 
with  in  vitro  activity  against  various  spe- 
cies of  Microsporum.  Epidermophyton  and 
Trichophyton  It  has  no  effect  on  bacteria 
or  other  genera  of  fungi 
Human  Pharmacology  The  peak  plasma 
level  found  m  fasting  adults  given  0.25  g  of 
Gns-PEG  occurs  at  about  four  hours  and 
ranges  between  0  37  to  1  6  mcg/ml 
Comparable  studies  with  microsize  griseo- 
fulvin indicated  that  the  peak  plasma  level 
found  in  fasting  adults  given  0  5  g  occurs 
at  about  four  hours  and  ranges  between 
0  44  to  1  2  mcg/ml 

Thus,  the  efficiency  of  gastromtestmal  ab- 
sorption of  the  ultramicrocrystallme  for- 
mulation of  Gns-PEG  IS  approximately 
twice  that  of  conventional  microsized 
griseofulvin  This  factor  permits  the  oral 
intake  of  half  as  much  griseofulvin  per  tab- 
let but  there  is  no  evidence,  at  this  time, 
that  this  confers  any  significant  clinical 
differences  in  regard  to  safety  and  efficacy 
Griseofulvin  is  deposited  in  the  keratin  pre- 
cursor cells  and  has  a  greater  affinity  for 
diseased  tissue  The  drug  is  tightly  bound 
to  the  new  keratin  which  becomes  highly 
resistant  to  tungal  invasions 
INOICATIONS 

Gns-PEG    (griseofulvin   ultramicrosize)   is 
indicated  for  the  treatment  of  the  following 
ringworm  infections. 
Tinea  corporis  (ringworm  of  the  body) 
Tinea  pedis  (athlete  s  foot) 
Tinea  cruris  (ringworm  of  the  thigh) 
Tinea  barbae  (barber  s  itch) 
Tinea  capitis  (ringworm  of  the  scalp) 
Tinea  unguium  (onychomycosis,  ringworm 
of  the  nails) 

when  caused  by  one  or  more  of  the  follow- 
ing genera  of  fungi 
Trichophyton  rubrum 
Trichophyton  tonsurans 
Trichophyton  menlagrophytes 
Trichophyton  interdigitalis 
Trichophyton  verrucosum 
Trichophyton  megnmi 
Trichophyton  gallinae 
Trichophyton  craterilorm 
Trichophyton  sulphureum 
Trichophyton  schoenleini 
Microsporum  audouini 
Microsporum  cams 
Microsporum  gypseum 
Epidermophyton  lloccosum 


NOTE  Prior  to  therapy,  the  type  of  fungi 
responsible  for  the  infection  should  be 
identified 

The  use  of  the  drug  is  not  justified  in  minor 
or  trivial  infections  which  will  respond  to 
topical  agents  alone 

Griseofulvin  is  not  effective  in  the  follow- 
ing 

Bacterial  infections 
Candidiasis  (Moniliasis) 
Histoplasmosis 
Actinomycosis 
Sporotrichosis 
Chromoblastomycosis 
Coccidioidomycosis 
North  American  Blastomycosis 
Cryptococcosis  (Torulosis) 
7/nea  versicolor 
Nocardiosis 
CONTRAINDICATIONS 

This   drug    is  conlraindicated   in   patients 
with  porphyria,  hepatocellular  failure,  and 
in  individuals  with  a  history  of  sensitivity  to 
griseofulvin 
WARNINGS 

Prophylactic  Usage  Safety  and  Efficacy  of 
Griseofulvin  for  Prophylaxis  of  Fungal  In- 
fections Has  Not  Been  Established 
Animal  Toxicology  Chronic  feeding  of 
griseofulvin.  at  levels  ranging  from  0  5- 
2.5%  of  the  diet,  resulted  in  the  develop- 
ment of  liver  tumors  in  several  strains  of 
mice,  particularly  in  males  Smaller  par- 
ticle sizes  result  in  an  enhanced  effect 
Lower  oral  dosage  levels  have  not  been 
tested  Subcutaneous  administration  of 
relatively  small  doses  of  griseofulvin  once 
a  week,  during  the  first  three  weeks  of  life 
has  also  been  reported  to  induce  hepalo- 
mata  in  mice  Although  studies  m  other 
animal  species  have  not  yielded  evidence 
of  tumor  igenicity,  these  studies  were  not 
of  adequate  design  to  form  a  basis  for  con- 
clusions in  this  regard 
In  subacute  toxicity  studies,  orally  admi/i- 
istered  griseofulvin  produced  hepatocellu- 
lar necrosis  m  mice,  but  this  has  not  been 
seen  in  other  species  Disturbances  m 
porphyrin  metabolism  have  been  reported 
in  griseofulvin  treated  laboratory  animals 
Griseofulvin  has  been  reported  to  have  a 
colchicme-like  effect  on  mitosisand  cocar- 
cinogenicity  with  methyl  c  hoi  a  nth  rene  in 
cutaneous  tumor  induction  in  laboratory 
animals. 

Usage  in  Pregnancy  The  safety  of  this  drug 
during  pregnancy  has  not  been  estab- 
lished 

Animal  Reproduction  Studies:  It  has  been 
reported  in  the  literature  that  griseofulvin 
was  found  to  be  embryotoxic  and  terato- 
genic on  oral  administration  to  pregnant 
rats.  Pups  with  abnormalities  have  been 
reported  in  the  litters  of  a  few  bitches 
treated  with  griseofulvin  Additional  ani- 
mal reproduction  studies  are  in  progress 
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Based  on  a  double-blind  multiple  dose  steady 
State  crossover  bioavailability  study  conducted  in 
17  human  volunteers  comparing  the  average 
griseofulvin  (microsize)  and  Gris-PEG  plasma 
levels  obtained  on  days  9.  1 1  and  13.  There  is  no 
significant  difference  between  times  to  peak,  peak 
plasma  levels,  and  areas  under  the  curve.  Gas 
chromatographic  assay. 


Suppression  of  spermatogenesis  has  been 
reported  to  occur  in  rats,  but  investigation 
in  man  failed  to  confirm  this 
PRECAUTIONS 

Patients  on  prolonged  therapy  with  any 
potent  medication  should  be  under  close 
observation  Periodic  monitoring  of  organ 
system  function,  including  renal  hepatic 
and  hematopoietic,  should  be  done 
Since  griseofulvin  is  derived  from  species 
of  Peniciiiium.  (he  possibility  of  cross 
sensitivity  with  penicillin  exists,  however 
known  penicillin-sensitive  patients  have 
been  treated  without  difficulty 
Since  a  photosensitivity  reaction  is  occa- 
sionally associated  with  griseofulvin  ther- 
apy, patients  should  be  warned  to  avoid 
exposure  to  intense  natural  or  artificial 
sunlight  Should  a  photosensitivity  reac- 
tion occur,  lupus  erythematosus  may  be 
aggravated 

Griseofulvin  decreases  the  activity  of  war- 
farin-type anticoagulants  so  that  patients 
receiving  these  drugs  concomitantly  may 
require  dosage  adjustment  of  the  anti- 
coagulant during  and  after  griseofulvin 
therapy 

Barbiturates   usually  depress  griseofulvin 
activity    and    concomitant   administration 
may  require  a  dosage  adjustment  ot  the 
antifungal  agent 
ADVERSE  REACTIONS 

When  adverse  reactions  occur,  they  are 
most  commonly  of  the  hypersensitivity 
type  such  as  skin  rashes,  urticaria,  and 
rarely,  angioneurotic  edema,  and  may 
necessitate  withdrawal  of  therapy  and  ap- 
propriate countermeasures  Paresthesias 
of  the  hands  and  feet  have  been  reported 
rarely  after  extended  therapy  Other  side 
effects  reported  occasionally  are  oral 
thrush,  nausea,  vomiting,  epigastric  dis- 
tress, diarrhea,  headache,  fatigue,  dizzi- 
ness, insomnia,  mental  confusion  and 
impairment  of  performance  of  routine 
activities 

Proteinuria  and  leukopenia  have  been  re- 
ported rarely  Administration  of  the  drug 
should  be  discontinued  if  granulocyto- 
penia occurs 

When  rare,  serious  reactions  occur  with 
griseofulvin,  they  are  usually  associated 
with  high  dosages,  long  periods  of  therapy, 
or  both 

DOSAGE  AND  ADMINISTRATION 
Accurate  diagnosis  of  the  infecting  organ- 
ism IS  essential  Identification  should  be 
made  either  by  direct  microscopic  exam- 
ination of  a  mounting  of  infected  tissue  in 
a  solution  of  potassium  hydroxide  or  by 
culture  on  an  appropriate  medium 
Medication  must  be  continued  until  the  in- 
fecting organism  is  completely  eradicated 
as  indicated  by  appropriate  clinical  or  lab- 
oratory examination  Representative  treat- 
ment   periods   are -tinea   capitis,   4   to   6 


weeks,  tinea  corporis.  2  to  4  weeks,  tinea 
pedis.  4  to  8  weeks,  tinea  unguium  — 
depending  on  rate  ot  growth -fingernails, 
at  least  4  months,  toenails  at  leasts  months- 
General  measures  in  regard  to  hygiene 
should  be  observed  to  control  sources  of 
infection  or  reinfection  Concomitant  use 
of  appropriate  topical  agents  is  usually 
required  particularly  in  treatment  of  tinea 
pedis  In  some  forms  of  athlete's  foot, 
yeasts  and  bacteria  may  be_^  involved  as 
well  as  fungi  Griseofulvin  will  not  eradi- 
cate the  bacterial  or  monilial  infection 
An  oral  dOSe  Of  250  mg  ot  GrIs-PEG 
(griseofulvin  ultramicrostze)  is  biologi- 
cally equivalent  to  500  mg  of  griseofulvin 
(microsized).  USP  (see  ACTION  Human 
Pharmacology). 

Adults  A  daily  dose  of  250  mg  will  give  a 
satisfactory  response  in  most  patients  with 
tinea  corporis,  tinea  cruris  and  tinea  capi- 
tis One  125  mg  tablet  twice  per  day  or  two 
125  mg  tablets  once  per  day  is  the  usual 
dosage.  For  those  fungal  infections  more 
difficult  to  eradicate  such  as  tinea  pedis 
and  f'nea  unguium,  a  divided  daily  dose  of 
500  mg  is  recommended  In  all  cases,  the 
dosage  should  be  individualized 
Children  Approximately  5  mg  per  kilogram 
(2  5  mg  per  pound)  of  body  weight  per  day 
IS  ar]  effective  dose  for  most  children  On 
this  basis,  the  following  dosage  schedule 
for  children  is  suggested 
Children  weighing  over  25  kilograms  (ap- 
proximately 50  pounds)-125  mg  to  250 
mg  daily 

Children  weighing  15-25  kilograms  (ap- 
proximately 30-50  pounds)-62  5  mg  to 
125  mg  daily 

Children  2  years  of  age  and  younger- dos- 
age has  not  been  established 
Dosage  should  be  individualized,  as  is 
done  for  adults  Clinical  experience  with 
griseofulvin  in  children  with  tinea  capitis 
indicates  that  a  single  daily  dose  is  effec- 
tive Clinical  relapse  will  occur  if  the  medi- 
cation IS  not  continued  until  the  infecting 
organism  is  eradicated 
HOW  SUPPLIED 

Gns-PEG  (griseofulvin  ultramicrosize) 
Tablets  (white)  differ  from  griseofulvin 
(microsize)  tablets  (USP)  m  that  each  tab- 
let contains  125  mg  of  ultramicrosize 
griseofulvin  biologically  equivalent  to  250 
mg  of  microsized  griseofulvin  Two  125 
mg  tablets  of  Gns-PEG  are  biologically 
equivalent  to  500  mg  of  microsized  griseo- 
fulvin. In  bottles  of  100  and  500  scored, 
film-coated  tablets. 
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know  that  there  are  certain  cases  where  virus 
epidemics  have  definitely  been  traced  to  bad  water.'" 

Sharp,  a  professor  of  bacteriology  and  immunology, 
has  studied  viruses  for  more  than  40  years.  Currently 
his  research  is  focused  on  the  well-documented  polio 
virus  which,  like  infectious  hepatitis,  can  be  transmit- 
ted through  water. 

Funded  by  a  three-year  grant  from  the  Environmen- 
tal Protection  Agency.  Sharp  and  Dr.  Don  Johnson,  a 
professor  in  the  department  of  environmental  science 
and  engineering  in  the  School  of  Public  Health,  are 
working  on  a  project  that  is  part  of  a  national  research 
program  aimed  at  improving  the  world's  water  supply. 

One  of  the  things  Sharp  and  Johnson  are  looking  for 
is  information  on  how  fast  chlorine  acts  on  viruses 
under  various  conditions.  It's  their  hope  that  such 
information  will  lead  to  better  ways  of  providing  clean 
and  safe  water. 


Dr.  Harrie  R.  Chamberlin.  professor  of  pediatrics 
and  director  of  the  division  for  disorders  of  develop- 
ment and  learning,  has  been  appointed  to  the  Profes- 
sional Services  Program  Committee  of  United  Cere- 
bral Palsy  of  North  Carolina.  He  previously  served  on 
the  Medical  Advisory  Board,  a  predecessor  of  the 
current  committee. 


New  Appointments 

JohnG.  Daley,  associate  professor  of  obstetrics  and 
gynecology,  comes  to  Chapel  Hill  from  California 
where  he  is  clinical  associate  professor  at  the  Univer- 
sity of  California  at  Davis.  He  is  also  consultant  to 
U.S.  Air  Force  (USAF)  Surgeon  General  for  obstet- 
rics and  gynecology  (ob-gyn).  Travis  Air  Force  Base, 
and  adviser  in  ob-gyn  to  the  forensic  medicine  consul- 
tant to  the  USAF  Surgeon  General.  His  appointment 
is  effective  July  1.  1977.  A  graduate  of  American  In- 
ternational College  in  Massachusetts,  he  earned  his 
medical  degree  at  Yale  University. 

Ewa  Radwanska.  a  citizen  of  Poland,  joined  the 
faculty  Jan.  1  as  assistant  professor  of  obstetrics  and 
gynecology.  Since  1975  he  has  been  acting  registrar  at 
Hillingdon  Hospital  in  England.  He  holds  the  M.B. 
and  M.D.  from  the  Medical  Academy  in  Poland  and 
the  M.Phil,  from  University  College  Hospital  in  En- 
gland . 

Janice  M.  Webster,  whose  appointment  was  effec- 
tive Jan.  I  as  associate  professor  in  the  department  of 
medical  allied  health  professions,  comes  to  Chapel 
Hill  from  the  University  of  Alabama  School  of  Com- 
munity and  Allied  Health  Resources  where  she  was  an 
assistant  professor.  A  graduate  of  Lycoming  College 
in  Pennsylvania,  she  earned  her  M.S.  at  Villanova 
University  and  Ph.D.  from  West  Virginia  University. 

Paul  F.  Jacques,  a  citizen  of  the  United  Kingdom, 
joined  the  faculty  Jan.  1  as  assistant  professor  in  the 
department  of  radiology.  For  the  past  year  he  has  been 
a  visiting  assistant  professor  of  radiology  at  UNC-CH. 
He  holds  the  B.S.  in  economics  from  University 


College  of  London  and  the  M.B. B.S.  from  Middlesex 
Hospital  Medical  School. 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


A  pharmacologist  here  has  received  a  $  1 06,000  con- 
tract from  the  Environmental  Protection  Agency  to 
continue  his  studies  of  a  group  of  organophosphate 
pesticides. 

One  of  the  compounds  he  is  studying,  leptophos. 
has  recently  been  implicated  in  an  outbreak  of  nerve 
disorders  among  workers  at  a  Texas  chemical  factory. 

Dr.  Mohamed  B.  Abou-Donia.  assistant  professor 
in  the  Department  of  Physiology  and  Pharmacology, 
said  he  is  trying  to  determine  which  and  to  what  extent 
organophosphates  now  on  the  market  are  health 
hazards. 

Abou-Donia  was  interviewed  at  Duke  by  the  CBS 
program  "60  Minutes"  about  his  research  with  lep- 
tophos. 


Four  medical  center  faculty  members  have  been 
promoted  to  full  professor. 

Two  are  members  of  the  Department  of  Ophthal- 
mology: Dr.  William  Banks  Anderson  Jr.  and  Dr. 
Maurice  B.  Landers  III.  Dr.  John  V.  Salzano  was 
promoted  in  the  Department  of  Physiology  and  Phar- 
macology, and  Dr.  Samuel  A.  Wells  was  promoted  in 
the  Department  of  Surgery. 


Dr.  William  W.  Shingleton,  director  of  the  Com- 
prehensive Cancer  Center,  is  the  1977-78  president  of 
the  Association  of  American  Cancer  Institutes. 

As  president  of  the  organization,  representing  51 
cancer  research  centers,  Shingleton  said  he  will  push 
for  more  cooperative  programs  "to  prevent  duplica- 
tion and  to  allow  easier  comparison  of  results."  A 
computerized  library  of  treatment  results  to  be  shared 
by  allmem,ber centers  will  take  a  high  priority,  he  said. 

Shingleton,  a  native  of  Wilson,  is  the  Comprehen- 
sive Cancer  Center's  first  director.  A  member  of  the 
medical  society  faculty  since  1948  and  a  professor  of 
surgery  since  1959,  he  also  heads  the  Division  of  Gen- 
eral Surgery. 


A  young  researcher  here  has  identified  a  new  pro- 
tein in  the  intestines  of  baby  research  rats  that  helps  to 
explain  how  mammals  digest  milk  during  the  suckling 
period  after  birth. 

Dr.  Emma  R.  Jakoi.  a  post-doctoral  fellou  in  the 
Department  of  Anatomy,  hopes  the  finding  may  prove 
useful  to  scientists  seeking  an  effective  treatment  for 
Tay-Sachs  disease,  a  hereditary  disorder  that  causes 
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brain  damage  and  death,  chiefly  among  babies  of 
Jewish  ancestry. 

Dr.  Jakoi  said  the  protein,  which  she  has  named 
"ligatin,"  binds  one  form  of  a  digestive  enzyme 
known  as  ■"n-acetylgiucosaminidase"  (NAG)  to  a 
speciaHzed  membrane  in  cells  that  Mne  the  intestines 
of  newborn  rats. 


Changes  in  eligibihty  requirements  will  allow  more 
patients  with  gallstone  disease  to  be  treated  at  gov- 
ernment expense  in  a  major  research  study  under  way 
here. 

The  study,  entering  its  second  phase,  uses  concen- 
trated amounts  of  a  natural  body  chemical, 
chenodeoxycholic  acid  (CDCA),  to  dissolve 
gallstones. 

Under  the  expanded  eligibility  rules,  men  between 
21  and  79  years  of  age  may  now  participate  in  the 
study,  according  to  Dr.  Malcolm  P.  Tyor,  chief  of  the 
Division  of  Gastroenterology. 

Women  between  these  ages  are  also  eligible  if  they 
are  no  longer  fertile  or  are  over  40  and  using  an  in- 
trauterine device  for  contraception. 


The  National  Multiple  Sclerosis  Society  has 
awarded  a  two-year  $1 18,691  grant  to  a  scientist  here 
who  developed  a  possible  blood  test  for  MS  last  year 
and  is  continuing  his  research  on  the  chronic  and  often 
crippling  nervous  system  disease. 

The  grant  has  been  made  to  Dr.  Nelson  L.  Levy, 
assistant  professor  in  Duke's  Division  of  Immunol- 
ogy- 

In  June,  1976.  Levy  and  his  colleagues  reported  in 
the  '"New  England  Journal  of  Medicine"  that  white 
blood  cells  taken  from  patients  with  multiple  sclerosis 
formed  large  rosette  patterns  around  human  skin  cells- 
that  had  been  infected  with  measles  virus  in  laboratory 
experiments. 

They  reasoned  that  since  white  cells  from  patients 
with  other  neurological  disorders  or  from  healthy  indi- 
viduals did  not  form  the  same  pronounced  rosette 
patterns,  the  phenomenon,  which  is  detectable  before 
physical  symptoms,  could  help  physicians  diagnose 
the  disease  much  earlier. 


Dr.  Alan  Magid,  research  associate  in  the  Depart- 
ment of  Anatomy,  has  been  awarded  a  one-year  post- 
doctoral fellowship  from  the  Muscular  Dystrophy  As- 
sociation. 

The  title  of  his  research,  which  will  be  conducted  in 
the  laboratory  of  Dr.  Michael  K.  Reedy,  associate 
professor,  is  "Optimizing  Chemically-Skinned  Mus- 
cle for  Ultrastructural  and  Other  Studies." 


Scientists  here  have  developed  a  series  of  chemical 
compounds  that  interfere  with  blood  clotting  under 
laboratory  conditions. 


If  the  chemicals,  monocyclic  peroxides,  can  be 
made  to  work  the  same  way  in  the  human  body,  they 
may  have  far-reaching  effects  in  the  prevention  and 
treatment  of  strokes  and  certain  heart  attacks,  accord- 
ing to  Dr.  Daniel  B.  Menzel,  associate  professor  of 
pharmacology. 

Menzel  said  the  compounds  mimic  the  action  of  a 
recently  discovered  natural  hormone  known  as  pros- 
tacyclin or  PGX. 


A  cancer  researcher  here  has  won  a  $2,000  scholar- 
ship from  the  Baseball  Sportswriters  and  Sports- 
casters  of  America. 

Dr.  J.  Barry  Boyd,  a  research  fellow  in  plastic 
surgery,  is  the  12th  person  to  win  the  award,  given 
each  year  in  memory  of  Cincinnati  Reds  pitcher  and 
manager  Fred  Hutchinson.  Staff  members  of  the  Fred 
Hutchinson  Cancer  Research  Center  in  Seattle  select 
the  recipient  for  the  baseball  writers  and  broadcasters. 

Boyd,  28,  graduated  from  Duke  with  a  B.S.  degree 
in  1970.  He  earned  his  M.D.  degree  at  the  University 
of  Miami  and  returned  to  Duke  for  a  residency  in 
general  surgery.  He  was  nominated  for  the  scholar- 
ship by  Dr.  William  W.  Shingleton,  director  of  the 
Comprehensive  Cancer  Center. 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


The  Bowman  Gray  School  of  Medicine  has  been 
awarded  $1.6  million  to  continue  its  work  as  a  Na- 
tional Cancer  Research  Center. 

The  three-year  grant,  awarded  by  the  National 
Cancer  Institute,  will  be  used  to  support  research  on 
the  causes  and  control  of  cancer. 

More  than  2,000  new  cancer  patients  are  seen  each 
year  at  the  Bowman  Gray/Baptist  Hospital  Medical 
Center. 

The  Cancer  Research  Center  at  Bowman  Gray,  one 
of  about  30  in  the  nation,  was  established  in  1971  with 
Dr.  Charles  L.  Spurr,  professor  of  medicine,  as  its 
director. 

Basic  research  at  the  center  has  produced  evidence 
that  the  use  of  ultrasound  increases  the  effectiveness 
of  certain  drugs  in  the  treatment  of  leukemia  in 
laboratory  animals.  Work  is  continuing  to  determine  if 
the  same  phenomenon  occurs  with  human  leukemia 
cells. 

Another  research  project  has  shown  that  leukemia 
patients  treated  with  transfusions  of  blood  cells  which 
closely  match  their  own  blood  have  fewer  problems 
with  internal  bleeding  and  infections.  Through  mem- 
bership in  Cancer  and  Acute  Leukemia  Group  B,  the 
Bowman  Gray  center  has  a  continuing  evaluation  of  a 
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chemical  therapy  for  leukemia  and  Hodgkin's  disease. 
A  drug  therapy  first  proposed  at  Bowman  Gray  is 
proving  more  effective  than  the  standard  treatment  for 
Hodgkin's  disease. 

Virologists  and  immunologists  working  through  the 
multidisciplinary  cancer  research  center  are  studying 
the  role  of  viruses  in  causing  cancer  and  the  role  of  the 
body's  own  immune  system  in  fighting  the  disease. 


The  Z.  Smith  Reynolds  Foundation  has  awarded  the 
Bowman  Gray/Baptist  Hospital  Medical  Center  $1.5 
million  for  use  in  the  Medical  Center  Challenge  Pro- 
gram. 

The  purpose  of  the  program  is  to  enable  the  medical 
center  to  meet  two  primary  objectives  —  to  further 
develop  programs  that  will  help  assure  improved  ac- 
cess to  health  care  in  medically  underserved  areas  and 
to  meet  the  increasing  demands  for  patient  care  at  the 
medical  center. 

Major  elements  of  the  $18  million  expansion  pro- 
grams are  a  four-story  Family  Practice  Building  and  a 
six-story  Focus  Building.  Alterations  to  existing  med- 
ical center  buildings  also  are  planned. 


Jean  Welch  Kempton  and  her  husband.  Donald  E. 


Kempton  of  Horse  Shoe,  N.C.  have  given  $60,000  to 
Bowman  Gray  to  initiate  the  Welch-Kempton  Profes- 
sorship Fund. 

The  fund  will  endow  a  chair  in  neurological  disor- 
ders (myasthenia  gravis,  musculardystrophy  and  mul- 
tiple sclerosis). 

Mrs.  Kempton's  aunt  started  the  Mary  E.  Welch 
Myasthenia  Gravis  Research  Fund  at  Bowman  Gray 
in  1970.  The  fund  supports  medical  student  research 
into  the  basic  cause  of  myasthenia  gravis  (MG)  and 
into  improved  methods  of  caring  for  MG  patients.  The 
fund  also  has  supported  an  annual  award  to  a  medical 
student  for  outstanding  MG  research  and  has  made 
possible  the  establishment  of  a  clinic  for  MG  patients. 


Three  members  of  the  Bowman  Gray  faculty  have 
been  appointed  to  positions  in  professional  organiza- 
tions. 

Dr.  Richard  W.  St.  Clair,  professor  of  pathology, 
was  appointed  to  the  editorial  board  of  the  journal, 
"Experimental  and  Molecular  Pathology." 

Dr.  Carlos  E.  Rapela,  professor  of  physiology,  was 
named  to  the  Middle  Atlantic  Regional  Research  Re- 
view and  Certification  Subcommittee  of  the  American 
Heart  Association. 

Dr.  James  F.  Martin,  professor  of  medical  sonics. 


WHEN  SHOULD  YOU  TRADE  IN  YOUR  1976  ROLLS-ROYCE? 

xyoo  Maintenance  is  important  with  any  car.  Your  Rolls-Royce 
owner's  manual  reminds  you  that  after  every  9o,000  miles  you 
should  Ht  new  flexible  hoses  into  the  braking  systems.  It  is  interesting 
to  note  that  every  Rolls  carries  not  one,  but  three,  independent  brak- 
ing systems,  including  two  sets  of  massive  disc  brakes. 

1994  An  automobile  with  180,000  miles  under  its  belt  can  usually 
be  expected  to  develop  some  rather  disturbing  noises  and  mannerisms. 

Your  Rolls-Royce  will  surprise  you.  The  front  and  rear  suspension 
systems  will  continue  to  support  you  with  unflappable  dignity, 
regardless  of  speed.  The  aluminum  V-8  engine  will  purr  in  muffled 
silence,  responsive  to  your  every  wish. 

2011  Any  35-year-old  car,  which  is  still  on  the  road,  is  certain  to 
make  heads  turn.  But  it  won't  be  dated  styling  which  people  will 
admire  in  your  Rolls.  It  won't  even  be  the  miracle  of  mechanical 
endurance,  for  this  has  come  to  be  expected  from  these  fine  motor 
cars.  Rather,  your  Rolls  will  represent  a  worthy  and  almost  timeless 
investment  in  the  highest  art  of  4-wheeled  transportation. 

At  your  earliest  convenience,  visit  your  North  Carolina  Rolls- 
Royce  dealer,  Transco,  Inc.,  1800  North  Main  Street,  High  Point. 
For  literature  and  a  test  drive,  contact  Geoff  Eade,  General  Manager, 
OIQ  882-Qo47. 


V\'hen  most  people  purchase  a  new  automobile,  they  already 
know  how  long  the  relationship  will  last.  They  can  recognize,  from 
the  outset,  that  the  car  they  drive  out  of  the  showroom  today  will 
rapidly  lose  both  its  value  and  its  appeal. 

Fortunately,  there  is  an  exception  to  this  rule.  The  Rolls-Royce 
Silver  Shadow  or  the  Rolls-Royce  Corniche.  Traditionally,  these 
cars  have  been  designed,  engineered  and  built  not  for  the  moment  — 
but  for  the  ages.  Of  all  the  Rolls-Royce  motor  cars  built  since  1004, 
more  than  half  are  still  on  the  road.  Perhaps  this  is  why  the  Rolls- 
Royce  holds  its  resale  value  better  than  any  ordinary  luxury  car. 

1979  After  just  3  years,  most  luxury  cars  have  been  separated 
from  their  original  owners  in  the  classic  syndrome  of  trade-in  or 
trade-up. 

Meanwhile,  you  and  your  Rolls-Royce  are  still  enjoying  the 
honeymoc^n.  Practically  every  day  you're  still  discovering  new 
Rolls-Royce  features:  A  sympathetic  green  light  that  comes  on  when 
your  fuel  supply  is  down  to  three  gallons,  an  automatic  speed  con- 
trol system,  eight  different  adjustments  for  leg  room,  seat  height  and 
angle.  Your  Rolls  still  smells  like  a  new  car  with  its  English-leather 
bucket  seats,  all-wool  carpets  and  rare  wood  work. 


ROLLS 


IR! 


ROYCE 


TRANSCO,  INC. 

1800  N.  Main  Street 
High  Point,  North  Carolina  27262 
Telephone:  (919)  882-9647 
(919)288-7581  —  Evenings 
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was  appointed  to  the  Subcommittee  on  Ultrasound  of 
the  American  Board  of  Radiology. 

Dr.  Marvin  B.  Sussman.  professor  and  chairman  of 
the  Department  of  Medical  Social  Science  and  Marital 
Health,  has  been  appointed  editor  of  the  new  profes- 
sional Journal.  ""Marriage  and  Family  Review." 

He  was  named  editor  by  The  Hayworth  Press,  a 
New  York  publishing  firm  which  developed  the  idea 
for  the  journal. 

"Marriage  and  Family  Review"  is  intended  to  pro- 
vide a  systematic  presentation  of  current  information 
about  the  field  of  marriage  and  the  family. 

The  journal,  which  will  be  published  twice  a  month, 
will  feature  articles  that  review  major  issues  and  prob- 
lems in  this  field,  summaries  of  articles  dealing  with 
psychology,  sociology,  psychiatry,  social  work,  law 
and  health  care  which  have  been  published  in  other 
publications,  and  news  about  recently  published 
books. 

Dr.  Donald  Copeland,  associate  professor  of  family 
medicine,  has  been  appointed  a  member  of  the  Com- 
mittee on  Continuing  Education  of  the  American 
Academy  of  Family  Physicians. 


ASSOCIATION  OF  AMERICAN 
CANCER  INSTITUTES 

Dr.  William  W.  Shingleton,  director  of  the  Duke 
University  Comprehensive  Cancer  Center,  was  in- 
stalled as  president  of  the  Association  of  American 
Cancer  Institutes  at  a  meeting  Jan.  1 1  in  Houston.  He 
succeeded  Dr.  Albert  H.  Owens,  Jr.,  director  of  the 
Johns  Hopkins  University  Oncology  Center. 

The  first  director  of  the  cancer  center  at  Duke ,  Dr. 
Shingleton  grew  up  in  Wilson,  received  his  M.D.  de- 
gree from  Bowman  Gray  School  of  Medicine  and  took 
post-graduate  training  in  surgery  at  Duke. 

He  joined  the  Duke  Medical  School  faculty  in  1948, 
was  promoted  to  professor  of  surgery  in  1 959,  and  was 
named  chief  of  the  division  of  general  surgery  five 
years  later. 

Dr.  Shingleton  is  chairman  of  the  National  Cancer 
Institute's  Cancer  Control  and  Rehabilitation  Ad- 
visory Committee  and  a  member  of  the  Cancer  Cen- 
ters Review  Committee.  In  1975,  he  visited  Russian 
cancer  centers  as  a  member  of  the  U.S.-U.S.S.R. 
Joint  Working  Group  for  Cancer  Control  and  Cancer 
Centers. 


Month  in 
Washington 


Four  lawmakers  from  political  parties  have  intro- 
duced into  the  new  Congress  an  American  Medical 
Association  proposal  for  national  health  insurance. 
Association  President  Richard  E.  Palmer.  M.D.. 
urged  the  95th  Congress  and  the  Carter  Administra- 
tion to  consider  carefully  ""this  forthright  approach  to 
national  health  insurance.  This  bill  would  extend 
health  insurance  to  every  American  at  a  cost  the  na- 
tion could  afford.  It  is  a  viable  solution  to  the  problem 
of  providing  quality  health  and  medical  care  to  every- 
one." 

The  Comprehensive  Health  Care  Insurance  Act  of 
1977  was  introduced  into  the  Senate  by  Senator  Clif- 
ford P.  Hansen  (R-Wyo.)  and  in  the  House  by  Reps. 
Tim  Lee  Carter  (R-Ky.),  John  M.  Murphy  (D-N.Y.), 
and  John  J.  Duncan  (R-Tenn.). 

The  medical  profession's  NHI  plan  would  build  on 
the  structure  of  the  present  system  of  employer- 
employee  group  health  insurance  plans,  mandating 
each  employer  to  provide  comprehensive  and  cata- 
strophic benefit  coverage  with  the  employer  picking 
up  at  least  65  percent  of  the  cost.  Employees  would 
not  be  compelled  to  participate. 


The  self-employed  as  well  as  the  non-employed 
could  purchase  qualified  private  health  insurance, 
through  pools  if  needed,  at  a  cost  not  more  than  125 
percent  of  the  cost  of  group  plans.  They  would  have  all 
or  part  of  the  premium  paid  for  by  the  federal  govern- 
ment depending  upon  their  income  tax  liability.  Small 
businesses  that  found  the  mandated  plan  an  added 
financial  burden  would  receive  federal  assistance. 
Medicare  beneficiaries  could  purchase  supplemental 
insurance  to  bring  Medicare  benefits  to  a  par  with 
those  offered  elsewhere,  with  the  government  assist- 
ing people  with  limited  resources.  Medicaid  would, 
for  the  most  part,  be  supplanted  under  the  program. 
After  a  certain  level  of  co-insurance  was  reached, 
depending  upon  income,  insurance  would  cover  all 
remaining  expenses  as  a  complete  protection  against 
catastrophic  costs.  The  co-insurance  factor  would  de- 
prive no  one  of  needed  care,  the  sponsors  said.  The 
absolute  maximum  that  any  individual  would  have  to 
pay  would  be  $1,500;  the  absolute  maximum  for  any 
family  would  be  $2,000  in  any  given  year. 

Senator  Hansen,  a  member  of  the  Senate  Finance 
Committee,  said:  "The  bill  we  are  introducing  today 
would  solve  the  problem  of  financing  for  every  Ameri- 
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can.  It  would  guarantee  quality  medical  care  to  every- 
body. It  would  cover  the  cost  of  catastrophic  illness.  It 
would  be  fully  comprehensive  in  terms  of  benefits.  It 
would  build  on  our  present  system,  rather  than  dis- 
mantling it  and  replacing  it  from  scratch  with  a  new 
one  requiring  the  creation  of  a  giant  bureaucracy.  It 
would  allow  everyone  to  choose  his  or  her  own  physi- 
cian, dentist  and  health  insurance  plan.  And  it  would 
be  a  plan  we  can  afford."" 

"This  legislation  would  cover  the  poor  by  paying  all 
of  their  insurance  premiums."  Hansen  said.  ""Those 
better  able  to  afford  to  pay  those  premiums  would  be 
assisted  in  a  fashion  commensurate  to  their  need  by 
lesser  degrees  of  government  help.  The  affluent  would 
even  be  encouraged  to  buy  health  insurance  by  a  tax 
subsidy  often  percent  of  the  premium  cost. 

"As  the  principal  (Senate)  sponsor.  I  am  confident 
that  this  measure  can  meet  our  needs  at  a  cost,  in  new 
dollars,  that  will  not  be  burdensome."'  he  said. 

Rep.  Carter,  ranking  minority  member  of  the  House 
Health  Subcommittee,  said,  ""As  a  member  of 
the  House  Subcommittee  on  Health  and  Environment 
for  twelve  years.  I  have  devoted  much  of  my  legisla- 
tive effort  to  issues  concerning  our  country's  health 
care  system.  And  as  a  physician.  I  have  made  a  per- 
sonal commitment  to  do  what  1  can  to  help  improve 
the  health  care  of  our  people." 

"As  a  co-sponsor  of  the  Comprehensive  Health 
Care  Insurance  Act  of  1977,"  Carter  continued.  "1 


believe  this  measure  offers  a  workable  approach  to 
extending  health  insurance  to  every  American.  In 
large  measure,  this  proposal  retains  the  expertise  and 
experience  of  our  existing  private  health  care  sector  in 
both  its  administration  and  financing. 

"It  is  these  proven  skills  and  resources  of  the  pri- 
vate sector  which  I  believe  we  should  build  upon  in 
developing  a  national  health  insurance  program,  and 
which  should  be  supplemented  only  when  necessary 
by  government. 

■"This  proposal  would  provide  coverage  to  the  great 
bulk  of  the  American  population  through  employer- 
employee  financial  arrangements  in  which  not  less 
than  65  percent  of  the  premium  would  be  paid  by  the 
employer." 

"For  those  who  are  self-employed  or  unemployed, 
health  insurance  would  be  provided  through  an 
income-tax  credit  or  federal  certificate  of  entitlement 
system.  Thus  this  plan  would  correct  one  of  the  major 
weaknesses  of  our  present  system  by  removing  the 
financial  barriers  that  in  the  past  have  denied  some 
Americans  access  to  high  quality  care." 

Rep.  Murphy,  with  Carter  a  member  of  the  House 
Interstate  and  Foreign  Commerce  Committee,  said 
the  proposed  legislation  would  provide  ""more 
comprehensive  benefits  than  any  other  (proposal) 
previously  considered  by  Congress;  and  it  would  de- 
liver quality  health  care  to  everyone — including  the 
poor,  and  the  elderly — without  bankrupting  the  na- 
tion. 


Tiactice^ioductivlty  Ii\c. 

To  he  of  genuine  ser\ice  to  you  is  Practice  Producivity's  (PPI)  reason  for  existence.  PPI 
provides  fine  practice  management  assistance  to  many  of  your  colleagues,  helping  each  of  them 
and  their  staff  impro\e  the  quality  of  care  given  to  patients. 

Practice  Productivity  is  a  national  management  consulting  firm  for  physicians.  The  principals 
are  experienced  consultants  working  in  tv\o  significant  areas: 

1.  We  present  v\orkshops  in  sound  business  concepts  to  practicing  physicians,  residents. 

office  managers,  and  medical  assistants.  These  v\orkshops  are  usually  endorsed  by 
various  specialty  societies  and  state  medical  associations. 

2.  We  provide  in-depth  consulting  to  physicians  in  private  practice.  Since  we  do  not 

involve  ourselves  in  the  practice  on  a  continuing  basis,  our  objective  is  to  visit  the 
practice,  expose  practice  problems,  give  proposed  solutions,  and  set  direction  for  the 
physicians  to  implement  the  needed  changes.  Our  consulting  experience  covers  nearly 
all  medical  specialties.  References  in  your  specialty  are  available  upon  request. 

PPI's  consistent  message  is  ""Sound  business  knowledge  and  procedures  are  essential  to 
provide  quality  patient  care."  For  further  intormatUm  on  worksliops  or  a  consultative  visit  to 


your  pracliCL'.  contact: 


Duane  M.  Johnson,  PhD. 
Executive  Vice  President 
Practice  Productivity  Inc. 
2000  Clearview  Avenue 
Atlanta.  Georgia  30340 
(404)  455-7344 
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"For  those  unemployed,  or  of  low  or  fixed  income, 
and  the  elderly,  premium  costs  would  be  paid  by  the 
government  on  an  equitable  sliding  scale,""  Mur- 
phy said. 

"By  building  the  private  sector  and  helping  those 
who  need  help  the  most,  this  approach  avoids  many  of 
the  problems  inherent  in  other  proposals  before  the 
Congress. 

"Further,  it  would  avoid  additional  burdens  on  an 
already  beleaguered  social  security  system,  the  pre- 
servation of  which  must  be  one  of  our  highest  national 
priorities,""  he  said. 

Rep.  Duncan,  a  member  of  the  House  Ways  and 
Means  Committee,  questioning  how  Congress  could 
write  a  national  health  insurance  plan  while  preserving 
at  the  same  time  the  fiscal  integrity  of  the  Treasury, 
said: 

"The  Comprehensive  Health  Care  Insurance  Act  of 
1977  .  .  .  controls  costs  by  limiting  federal  help  to 
those  in  need  by  determining  that  level  of  need  from 
income  tax  liability.  Additional  cost  controls  are 
found  in  its  co-insurance  factor,  except  for  the  poor; 
its  provision  of  preventive  care;  and  its  promotion  of 
competition  among  health  insurance  carriers."' 


ory  committees,  but  did  not  go  into  detail. 

The  major  announcement  at  the  conference  was  a 
comprehensive  study  of  welfare  reform  bringing  in  all 
areas  of  government  and  the  private  sector  for  consul- 
tation. Califano  said  it  is  clear  there  is  national  support 
for  an  income  security  system,  but  that  the  public  also 
is  "impatient  with  the  inability  of  our  government  to 
remove  from  the  welfare  rolls  those  persons  improp- 
erly on  them."  He  foresaw  a  "great  national  debate"" 
on  the  issue. 

Asked  whether  groups  such  as  the  American  Medi- 
cal Association  and  the  Pharmaceutical  Manufactur- 
ers Association  groups  with  interest  in  the  Medicaid 
side  of  welfare  would  be  consulted,  Califano  said  they 
will  be  consulted  as  well  as  all  other  groups  involved  in 
welfare  programs. 

Califano  took  a  couple  of  swipes  at  the  former  HEW 
Administration,  saying  he  found  a  "substantial  en- 
tourage"" of  143  officials  at  the  level  of  the  Secretary's 
Office.  He  said  he  plans  to  cut  this  substantially  and 
transfer  these  functions  to  the  responsible  agencies,  at 
a  savings  of  more  than  $500,000. 


The  Carter  Administration  has  announced  through 
its  new  Secretary  of  Health,  Education  and  Welfare 
that  a  "well-thought  through""  national  health  insur- 
ance proposal  cannot  be  submitted  to  the  Congress 
this  year.  Joseph  Califano,  at  his  first  press  conference 
after  confirmation  as  HEW  Secretary,  predicted  that 
the  Administration  would  first  concentrate  on  health 
care  cost  controls  and  better  utilization  of  existing 
federal  programs. 

"Quite  frankly.""  he  said,  "Tm  not  sure  that  we 
know  enough  about  the  larger  problems  to  move  fas- 
ter."" In  addition,  he  said,  "There  are  other  more 
pressing  problems  such  as  reorganization,  energy, 
welfare  reform  and  unemployment  that  will  occupy 
much  of  the  Administration  and  Congress"  time. 
There"s  a  limit  on  how  much  work  can  be  handled 
intelligently  in  the  time  span."" 

The  new  HEW  Secretary  also  said  that  an  Assistant 
HEW  Secretary  for  Health  probably  would  not  be 
approved  for  a  week  or  10  days.  He  stressed  the  im- 
portance of  this  and  other  appointments,  saying  his 
choices  could  be  the  most  important  decisions  he 
makes,  since  they  will  affect  HEW  operations  over  the 
next  four  years.  Califano  added  that  most  of  the 
policy-making  officials  at  HEW  under  the  Ford  Ad- 
ministration are  being  replaced.  This  is  what  the 
American  people  expect  of  a  new  administration,  he 
added. 

Asked  about  reorganization  of  the  HEW  Depart- 
ment and  the  campaign  proposal  to  make  education  a 
cabinet  department,  Califano  predicted  there  would 
be  no  major  reorganization  proposal  submitted  to 
Congress  this  year. 

He  said  he  intends  to  "end  politicization""  of  the 
National  Institutes  of  Health,  especially  on  the  advis- 


Tightening  Medicare-Medicaid  fraud  provisions  is 
one  of  the  first  orders  of  business  before  Congress. 
Legislafion  has  been  introduced  in  House  and  Senate 
by  key  health  lawmakers  who  pledged  speedy  action. 

The  bill,  sponsored  by  Sen.  Herman  Talmadge  (D- 
Ga.)  and  Reps.  Paul  Rogers  (D-Fla.)  and  Dan  Rosten- 
kowski  (D-Ill.),  makes  provider  fraud  a  felony  rather 
than  a  misdemeanor,  arms  Professional  Standards 
Review  Organizations  (PSROs)  with  power  to  review 
"Medicaid  Mills,""  require  certain  financial  disclo- 
sures by  non-physician  providers,  and  require  PSROs 
to  turn  over  information  to  state  and  federal  agencies 
investigating  fraud  and  abuse  as  well  as  health  plan- 
ning agencies. 

Rep.  Rostenkowski,  Chairman  of  the  House  Ways 
and  Means  Subcommittee  on  Health,  said  in  a  House 
floor  speech  that  "strong  efforts  must  now  be  made 
both  legislatively  and  administratively  through  a  re- 
newed commitment  to  interdepartmental  cooperation 
to  bring  a  sense  of  morality  back  into  our  federal 
health  payment  programs."" 

Rep.  Rogers,  Chairman  of  the  House  Commerce 
Subcommittee  on  Health,  said  the  honest,  hard- 
working provider  suffers  from  instances  of  fraud  and 
abuse  because  his  reputation  is  damaged.  "We  have 
an  obligation  to  all  concerned  to  improve  the  adminis- 
tration and  management  of  our  medical  care  pro- 
grams."" 

Joint  hearings  will  be  held  shortly  by  the  two  sub- 
committees on  the  legislation.  The  measure  was  con- 
sidered by  Congress  during  the  last  session  but  time 
ran  out  before  action  could  be  taken. 

More  sweeping  changes  in  Medicare  and  Medicaid, 
including  changes  in  reimbursement  methods,  are  ex- 
pected to  be  considered  later. 
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A  congressional  budget  office  study  declares  financ- 
ing of  catastrophic  medical  costs  ""does  not  appear  to 
be  a  serious  national  problem  for  the  103  million  per- 
sons estimated  to  be  covered  by  major  medical  insur- 
ance." 

According  to  the  report,  ""major  medical  insurance 
has  improved  so  significantly  over  the  last  five  years 
that  persons  holding  such  coverage  are  adequately 
protected  against  high  expenses,  especially  when  such 
costs  are  associated  with  a  hospital  stay." 

The  report  states  that  '"serious  coverage  problems'" 
exist  for  both  routine  and  catastrophic  expenses  in- 
curred by  low-income  families.  An  estimated  40  mil- 
lion persons  with  projected  incomes  of  less  than 
$10,000  are  either  uninsured  and  not  eligible  for 
Medicaid  or  hold  individual  (non-group)  insurance 
policies.  ■  "Coverage  under  such  insurance  is  generally 
very  poor."  And  an  estimated  5.6  million  families  with 
projected  1978  incomes  of  less  than  $10,000  will  have 
out-of-pocket  expenses  for  medical  care  which  exceed 
15  percent  of  their  income,  the  report  said. 


"Neither  public  insurance  programs,  such  as  Medi- 
care, nor  private  insurance  plans  provide  meaningful 
protection  against  the  cost  of  long-term  care."  the 
report  noted.  ""Mental  health  services  are  also  fre- 
quently excluded  from  coverage."  The  study  said 
even  people  with  otherwise  good  insurance  can  ex- 
perience catastrophically  high  expenses  for  these  ser- 
vices. 


The  Supreme  Court  has  refused  to  review  a  1975 
Florida  law  designed  to  substitute  mediation  for  pro- 
fessional liability  litigation.  Left  standing  was  a  deci- 
sion last  May  by  the  Florida  Supreme  Court,  which 
upheld  the  state's  Medical  Malpractice  Reform  Act. 
The  law  makes  it  mandatory  for  a  complainant  to 
submit  to  mediation  before  filing  a  lawsuit.  The 
three-member  mediation  panel  is  composed  of  a  cir- 
cuit judge,  who  is  the  referee,  a  physician  and  a 
lawyer;  the  panel's  conclusion  as  to  liability  may  be 
admitted  as  evidence  at  a  later  trial. 
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OFFICIAL  CALL 
HOUSE  OF  DELEGATES 

pursuant  to  the  Bylaws,  Chapter  IV,  Section  1: 

HOUSE  OF  DELEGATES 
Meetings  scheduled 

IMotice  to:  Delegates,  Alternate  Delegates,  Officials 
of  the  IVorth  Carolina  Medical  Society,  and  Presidents 
and  Secretaries  of  county  medical  societies. 

Sessions  of  the  HOUSE  OF  DELEGATES  will  convene  in 

the  Cardinal  Ballroom.  Pinehurst  Hotel.  Pinehurst.  North 
Carolina,  at  the  follow in^i  times: 

Thursday,  Itlay  5,  1977 — 2:00  p.m. — Opening  Session 
Saturday,  May  7,  1977 — 2:00  p.m. — Second  Session 


A  member  of  the  CREDENTIALS  COMMITTEE  will  be  present  at  the 
Desk  in  the  Hotel  West  Lobby,  Thursday,  May  5,  1977,  from  8:30  a.m. 
to  12:30  p.m.  to  certify  Delegates.  Delegates  are  urged  to  bring  their 
Credential  C^ards  for  presentation  at  the  Registration  Desk.  Delegate 
Badges  must  be  worn  to  be  seated  in  tlie  HOUSE  OF  DELEGATES. 


REFERENCE  COMMITTEE 
HEARINGS 

Reference  Committee  hearings  are  scheduled  to  begin  Friday,  May  6,  1977,  at  2:00  p.m. 


Jesse  Caldwell.  M.D.,  President 
Marvin  N.  Lymberis,  M.D.,  Speaker 
Jack  Hughes.  M.D..  Secretary 
William  N.  Hilliard,  Executive  Director 
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Program 


NORTH  CAROLINA  MEDICAL  SOCIETY 

123rd  ANNUAL  SESSION 

May  5-8.  1977 

THURSDAY,  May  5,  1977 
RESUME 

9:00  a.m. -5:00  p.m.  —  AUDIO-VISUAL  PRO- 
GRAM —  (HMS  Bounty) 

9:00  a.m. -5:00  p.m.  —  BOARD  OF  MEDICAL 
EXAMINERS  Hearings  —  (TV  Room.  Old 
Club  —  Pinehurst  Country  Club) 

9:00  a.m.  —  Forsyth  County  Medical  Society  Dele- 
gates Meeting  —  (Carolina  Board  Room) 
10:00  a.m. -12:30   p.m.   —  Section   on    UROLOGY 

Meeting  —  (Disco  Room) 
12:00  Noon-1 :4?  p.m.  —  LUNCHEON  —  Section  on 
Ophthalmology  —  (Crystal  Room) 

2:(X)  p.m.  —  Section  on  Ophthalmology  Meeting  — 
(Disco  Room) 

2:00  p.m.  —  HOUSE  OF  DELEGATES  —  OPEN- 
ING SESSION  —  (Cardinal  Ballroom) 

4:30  p.m.  —  NCSIM  Executive  Council  Meeting  — 
(Augusta  Cottage) 

5:30  p.m.  —  Social  Hour —  University  of  Virginia 
Medical  Alumni  — (D/M  Crutchfield's  Room  — 
Room  240) 

6:00  p.m.  —  Reception  —  Mecklenburg  County 
Medical  Society  —  (Crystal  Room) 


FRIDAY,  MAY  6.  1977 

7:30  a.m.  —  MEDICINE  &  RELIGION  BREAK- 
FAST —  (Crystal  Room) 

9:00  a.m.  —  FIRST  GENERAL  SESSION  —  (Car- 
dinal Ballroom) 

9:00  a.m.  —  AUDIO-VISUAL  PROGRAM  — 
(HMS  Bounty) 

9:00  a.m.  —  AUXILIARY  President-Elecfs  Work- 
shop —  (Main  Lobby.  Old  Club  —  Pinehurst 
Country  Club) 
12:30  p.m.  —  LUNCHEON  —  Auxiliary  President- 
Elect  —  (Dining  Room.  Old  Club  —  Pinehurst 
Country  Club) 

1  :(K)  p.m.  —  Business  Meeting  —  Section  on  Obstet- 
ric &  Gynecology  —  (Carolina  Board  Room) 

1:00  p.m. -4:00  p.m.  —  Section  on  Emergency 
Medicine  Meeting  —  (TV  Room.  Old  Club  — 
Pinehurst  Country  Club) 

2:00  p.m.  —  REFERENCE  COMMITTEE  Meet- 
ings: 

1 — Cardinal  Ballroom 
II — Disco  Room 
HI — (Room  to  be  Announced) 


2:00 

2:00 
5:30 
5:30 
6:00 
6:00 
6:30 

6:30 
7:00 


p.m.  —  Section  on  Public  Health  &  Education 
Meeting  —  (Banquet  Room,  New  Members" 
Club  —  Pinehurst  Country  Club) 
p.m.  —  Section  on  Pediatrics  Meeting  —  (Crys- 
tal Room) 

p.m. -7:30  p.m.  —  BOWMAN  GRAY  Medical 
Alumni  Social  Hour  —  (Disco  Room) 
p.m.  —  NCSIM  Business  Meeting  —  (Augusta 
Cottage) 

p.m.  —  NCSIM  Social  Hour  —  (Augusta  Cot- 
tage) 

p.m.  —  UNC  MEDICAL  ALUMNI  Social 
Hour  — (HMS  Bounty) 

p.m.  —  DUKE  Medical  Alumni  Social  Hour  & 
Dinner  —  (Dining  Room.  Old  Club  —  Pinehurst 
Country  Club) 

p.m.  —  MCV  Medical  Alumni  Social  Hour  & 
Dinner  —  (Crystal  Room) 
p.m.  —  MEDPAC  BANQUET  —  (Cardinal 
Ballroom) 


SATU 

7:30 


7:45 

8:30 
9:00 
9:00 
9:00 

9:00 
9:00 


RDAY,  MAY  7.  1977 

a.m. -12:00  Noon  —  BREAKFAST  MEETING 
—  Section  on  Neurological  Surgery  —  (Crystal 
Room) 

a.m.  —  EDITORIAL  BOARD-NORTH  CAR- 
OLINA MEDICAL  JOURNAL  Meeting 
(Room  129) 

a.m.  —  Section  on  Family  Practice  Meeting  — 
(Disco  Room) 

a.m.  —  SECOND  GENERAL  SESSION  — 
(Cardinal  Ballroom) 

a.m.- 12:00    Noon    —    Program    on    Nuclear 
Medicine  —  (Carolina  Board  Room) 
a.m.  —  AUXILIARY  House  of  Delegates  and 
Annual  General  Meeting  —  (Main  Lobby.  Old 
Club  —  Pinehurst  Country  Club) 
a.m. -4:00  p.m.   —  Section  on  Neurology  & 
Psychiatry  —  (HMS  Bounty) 
a.m.- 12:00  Noon  —  Section  on  Orthopaedics 
Meeting  —  (Banquet  Room.  New  Members" 
Club  —  Pinehurst  Country  Club) 
9:00  a.m. -12:30  p.m.  —  Section  on  Anesthesiology 
Meeting  —  (TV  Room.  Old  Club  —  Pinehurst 
Country  Club) 

Noon  —  PICNIC  —  Section  on  Dermatology  — 
(Poolside) 

p.m. -1:00  p.m.  —  Section  on  Surgery  Business 
Meeting  —  (Cardinal  Ballroom) 
p.m. -5:00  p.m.  —  Section  on  Pathology  Meet- 


12:00 
12:30 
12:30 
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ing  (TV  Room  —  Old  Club.  Pinehurst  Country 
Club) 

1:00  p.m.  —  Luncheon  —  Section  on  Anesthesiol- 
ogy —  (Dining  Room,  Old  Club  —  Pinehurst 
Country  Club) 

1:30  p.m. -4:30  p.m.  —  Section  on  Radiology  Meet- 
ing (Disco  Room) 

2:00  p.m. -4:30  p.m.  —  Section  on  Dermatology 
Meeting  —  (Crystal  Room) 

2:00  p.m.  —  HOUSE  OF  DELEGATES  —  SEC- 
OND SESSION  —  (Cardinal  Ballroom) 

6:30  p.m.  —  PRESIDENT'S  RECEPTION  — 
(Land  Sales  Office) 

7:30  p.m.  —  PRESIDENT'S  DINNER  &  BALL  — 
(Cardinal  Ballroom) 


SUNDAY,  MAY  8,  1977 

9:00  a.m.    —   THIRD   GENERAL   SESSION    — 
(Cardinal  Ballroom) 


1 1:00  a.m.  —BREAST  CANCER 

Hyman  Muss,  M.D. 

Assistant  Professor  of  Medicine 
11:30  a.m.    —   DISSEMINATED   INTRAVASCU- 
LAR COAGULOPATHY 

John  Stuart.  M.D. 

Assistant  Professor  of  Medicine 
11:40  a.m.  —  ACUTE  RENAL  FAILURE 

Robert  Hamilton,  M.D. 

Assistant  Professor  of  Medicine 
11:50  a.m.  —  Discussion 
12:00  Noon  —  ANNOUNCEMENTS 
ADJOURN 
(This  CONTINUING  MEDICAL  EDUCATION 
offering  meets  the  criteria  for  3  hours  of  credit  in 
CATEGORY  1  for  the  PHYSICIANS'  RECOGNI- 
TION AWARD  of  the  American  Medical  Association 
and  3  hours  of  prescribed  credit  by  the  North  Carolina 
Academy  of  Family  Physicians.) 


GENERAL  SESSIONS 

FIRST  GENERAL  SESSION 

Friday,  May  6,  1977 Cardinal  Ballroom 

9:00  a.m. -12:00  Noon 
Convene  Session 

Presiding:  Jesse  Caldwell.  M.D.,  President 

Gastonia 
Invocation: 

Medical  Session  —  Practical  Therapeutics 

Department  of  Medicine.  Bowman  Gray  School  of 

Medicine.  Winston-Salem 
MODERATOR:  Joseph  E.  Johnson.  Ill,  M.D..  Pro- 
fessor &  Chairman,  Department  of  Medicine 
9:00  a.m.  —  OPENING  REMARKS 
Richard  Janeway,  M.D.,  Dean 
Bowman  Gray  School  of  Medicine 
9: 10  a.m.  —  NEW  AND  USEFUL  ANTIBIOTICS 
David  Bass,  M.D., 
Assistant  Professor  of  Medicine 
9:25  a.m.  —  MANAGEMENT  OF  PULMONARY 
EMBOLUS 

William  O'Neil,  M.D. 
Assistant  Professor  of  Medicine 
9:40  a.m.  —  THERAPY  OF  HYPERTENSION 
Michael  Moore.  M.D. 
Assistant  Professor  of  Medicine 
9:55  a.m.   —  PHYSIOLOGIC   INSULIN  THER- 
APY    IN     DIABETIC    HYPERGLYCEMIC 
EMERGENCIES 
John  Mueller,  M.D. 
Assistant  Professor  of  Medicine 
10:10  a.m.  —  COFFEE  BREAK 
10:30  a.m.  —  DRUG  RX  OF  CHRONIC  ANGINA 
Frederic  Kahl,  M.D. 
Assistant  Professor  of  Medicine 
10:45  a.m.  —  PEPTIC  ULCER 
Wallace  Wu.  M.D. 
Assistant  Professor  of  Medicine 


SECOND  GENERAL  SESSION 

Saturday,  May  7,  1977 Cardinal  Ballroom 

9:00  a.m. -12:00  Noon 


M.D.,  First  Vice- 


Convene  Session 

Presiding:  J.  Benjamin  Warren, 
President,  New  Bern 

Surgical  Session 

Department    of    Surgery,    University    of    North 

Carolina  School  of  Medicine,  Chapel  Hill 
MODERATOR:  Colin  G.  Thomas.  Jr.,  M.D..  Pro- 
fessor and  Chairman.  Department  of  Surgery 
9:00  a.m.  —  OPENING  REMARKS 

Christopher  C.  Fordham.  III.  M.D..  Dean, 
University  of  North  Carolina  School  of 
Medicine  and  Vice  Chancellor,  Health  Sci- 
ences, Chapel  Hill 
9:10  a.m.  —  ASPECTS  OF  BURN  MANAGE- 
MENT 

Roger  E.  Salisbury,  M.D. 
Associate  Professor,  Plastic  Surgery 
Director  of  Bum  Center 
9:20  a.m.  —  SPLENECTOMY  FOR  IMMUNO- 
LOGIC THROMBOCYTOPENIC  PURPURA 
Robert  D.  Croom,  M.D. 
Assistant  Professor,  General  Surgery 
9:40  a.m.  —  NEW  DEVELOPMENTS  IN  HAND 
SURGERY 

William  H.  Bowers,  M.D. 
Assistant  Professor,  Orthopaedics 
9:50  a.m.  —  GENITO-URINARY  PROBLEMS  IN 
CHILDREN    WITH    ANORECTAL    MAL- 
FORMATIONS 

Peter  Stevens,  M.D. 
Assistant  Professor,  Urology 
10:00  a.m.    —   CLINICAL    SIGNIFICANCE    OF 
GASTROINTESTINAL  HORMONES:  FACTS 
AND  FANTASY 

Charles  A.  Herbst.  Jr.,  M.D. 
Assistant  Professor,  General  Surgery 
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10:20  a.m.  —  DISCUSSION 
10:30  a.m.  —  BREAK 

10:40  a.m.  —  CURRENT  STATUS  OF  THE  MAN- 
AGEMENT OF  END-STAGE  RENAL  DIS- 
EASE IN  NORTH  CAROLINA 
Stanley  R.  Mandel.  M.D. 
Associate  Professor.  Vascular  Surgery 
10:50  a.m.  —  MANAGEMENT  OF  THE  PATIENT 
WITH  END-STAGE  ARTERIAL  DISEASE 
OF  THE  LOWER  EXTREMITY 
George  Johnson,  Jr.,  M.D. 
Professor.  Vascular  Surgery 
11:00  a.m.  —  OPERABILITY  OF  CARCINOMA 
OF  THE  ESOPHAGUS 

Gordon  F.  Murray,  M.D.,  Associate  Profes- 
sor, Cardiothoracic  Surgery 
11:10  a.m.  —  DISSOLUTION  AND  RETRIEVAL 
OF  RETAINED  COMMON  DUCT  STONES 
Hubert  C.  Patterson.  M.D. 
Professor.  General  Surgery 
11:20  a.m.    —    PREVENTION    OF    COMPLICA- 
TIONS IN  FRONTAL  SINUSITIS 
W.  Paul  Diggers,  M.D. 
Associate  Professor,  Otolaryngology 
11:30  a.m.    —    NEW    APPROACHES    TO    THE 
EMERGENT  PATIENT  AT  NORTH  CARO- 
LINA MEMORIAL  HOSPITAL 
Jack  B.  Peacock,  M.D. 
Assistant  Professor,  Vascular  Surgery  and 
Herbert  J.  Proctor,  M.D. 
Associate  Professor.  Vascular  Surgery 
11:50  a.m.  —  DISCUSSION 
12:00  Noon  —  Annual  Address  of  the  President 

Jesse  Caldwell,  M.D..  President 
12:30  p.m.  —  ANNOUNCEMENTS 
ADJOURN 
(This  CONTINUING  MEDICAL  EDUCATION 
offering  meets  the  criteria  for  3  hours  of  credit  in 
CATEGORY  I  for  the  PHYSICIAN'S  RECOGNI- 
TION AWARD  of  the  American  Medical  Association 
and  3  hours  oi prescribed  credit  by  the  North  Carolina 
Academy  of  Family  Physicians.) 


THIRD  GENERAL  SESSION 

Sunday,  May  8,  1977 Cardinal  Ballroom 

9:00  a.m. -12:30  p.m. 

Convene  Session 

Presiding:  John  C.  Grier,  Jr..  M.D.,  Second  Vice- 
President,  Pinehurst 
9:00  a.m.  —  CONJOINT  SESSION  —  Centennial 
Celebration 

North  Carolina  Medical  Society  and  North 

Carolina  Division  of  Health  Services 
Jacob  Koomen,  M.D.,  State  Health 
Director.  Raleigh 

Socio-Economic  Session 

10:00  a.m.  —  MEDICAL  COST  CONTAINMENT 
William  J.  DeMaria.  M.D.,  Medical  Direc- 
tor, North  Carolina  Blue  Cross  Blue  Shield, 
Inc.,  Durham 


10:30  a.m.  —  Address:  U.  E.  Reinhardt,  Ph.D.,  As- 
sociate Professor  of  Economics,  Princeton 
University,  Princeton,  New  Jersey 

11:00  a.m.  —  Address:  John  H.  Budd,  M.D., 
President-FIlect,  American  Medical  Associa- 
tion, Cleveland,  Ohio 

11:30  a.m.  —  Address:  E.  Harvey  Estes,  Jr..  M.D., 
President,  North  Carolina  Medical  Society, 
Durham 

12:00  Noon  —  AWARDING  OF  PRIZES 

Joseph  E.  Newell,  M.D.,  Chairman 
Annual  Convention  Commission 

ADJOURN  SINE  DIE 


AUDIO- VISUAL  PROGRAM 


David  G.  Allen,  M.D. 
Carthage 


Chairman 


9:00- 

9 

9:35- 

9 

10:05- 

10 

10:25- 

10 

1 1 :05- 

11 

11:25- 

11 

11:42- 

12 

Morning  Session 

Thursday,  May  5,  1977 

9:00  a.m. -12  Noon HMS  Bounty 

MODERATOR:  Paul  McB.  Abemethy,  M.D.,  Bur- 
lington 

30  —  ANGINA  PECTORIS  —(Medical  RX) 

57  —  CHRONIC  LEUKEMIAS 
20  —  BURNS  —  (Metabolic  factors) 

58  —  AUTOIMMUNITY 
19  —  ANAPHYLAXIS 
42  —  ARTERIAL  BLOOD  GASSES 
00  —  Bill  Hunt,  M.D.  —  Arterial  Blood 

Gasses 

Afternoon  Session 

2:00  p.m. -5:00  p.m. 
MODERATOR:  Thornton  R.  Cleek,  M.D.,  Asheboro 

2:00-  2:25  —  BILLROTH  11 

2:30-  2:52  —  OVARIAN  CANCER 

3:00-  3:20  —  TO  BE  SOMEBODY  AGAIN  (De- 
pression) 

3:25-  3:46  — THE  WORLD  OF  SCHIZOPHRENIA 

3:52-  4:10  —  SURGERY  FOR  IDIOPATHIC 
HYPERTROPHIC  SUBAORTIC 
STENOSIS 

4:15-  4:40  —  SURGERY  FOR  EPILEPSY 

4:40-  5:00  —  Larry  W.  Boyles,  M.D.  —  Epilepsy 


Morning  Session 

Friday,  May  6,  1977 

9:00  a.m. -12  Noon HMS  Bounty 

MODERATOR:  Lyndon  K.  Jordan,  M.D. ,  Smithfield 
9:00-  9:14  —  MEDICAL  AUDIT  SYSTEM 
9:20-  9:36  —  THE  TERMINAL  PATIENT 
9:41-10:19  — THE  HORLA  (after  Guy  de  Maupas- 
sant) 
10:25-10:44  —  KNEE  ARTHROPLASTY 
10:50-11:10  — OSTEOPOROSIS 
11:15-11:30  — POSITIONAL  VERTIGO 
11:30-12:00    —    A    POTPOURRI    OF    FORENSIC 
MEDICINE  —  John  Feegel,  M.D.,  or 
R.  Page  Hudson,  Jr.,  M.D. 


March   1977.  NCMJ 


175 


Afternoon  Session 

2:00  p.m. -5:00  p.m. 
MODERATOR:  J.  Lloyd  Pate,  M.D..  Fairmont 
2:00-  2:30—  DRUG  RESISTANCE  (bacterial) 
2:59  —  CAESARIAN  SECTION 
3:22  — LASER  BEAMS 
3:49  —  MINILAPAROTOMY  FOR  JAUN- 
DICE (dx  and  Rx) 
4:24  —  THE  BEST  OF  CARE  (Malpractice) 
5:00  —  Mr.  Harry  Wilson  (Selected  Medico- 
legal Topics) 


35- 
05- 

27- 


4:45  p.m.  —  Business  Session — 

Elect  Officers.  Delegate  and  Alternate  Dele- 
gate 
5:00  p.m.— ADJOURNMENT 


3:55- 
4:24- 


SECTION  ON  UROLOGY 

Thursday.  May  5.  1977 

10:00  a.m. -12:30  p.m Disco  Room 

Chairman:  Charles  A.  Hoffman,  M.D.,  Fayetteville 
Scientific  Session 

Socio-economic  and  Clinical  Practice  in  Urology 
Teaching  Film 

Question  and  Answer 

Business  Session: 

Election  of  Officers.  Delegate  and  Alternate 
Delegate  for  1977-78 


SECTION  ON  OPHTHALMOLOGY 

Thursday,  May  5,  1977 

2:00  p.m. -5:00  p.m Disco  Room 

CHAIRMAN:  Harold  N.  Jacklin,  M.D.,  Greensboro 
2:00  p.m.  —  PROBLEMS  IN  RECOGNITION  OF 
THE  PHYSIOLOGIC  OPTIC  NERVE  HEAD 
M.  Bruce  Shields.  M.D.,  Durham 
2:15  p.m.   —   FILTRATION    PROCEDURES   IN 
NEOVASCULAR     GLAUCOMA     —     UN- 
USUAL CASES  OF  SECONDARY  ANGLE 
CLOSURE  GLAUCOMA 

Phillip  H.  McKinley,  M.D..  Winston-Salem 
2:35  p.m.    —    MICROSURGERY    FOR    GLAU- 
COMA 

Samuel  D.  McPherson,  Jr.,  M.D.,  Durham 
2:55  p.m.  —  GLAUCOMATOCYCLITIC  CRISIS 

Lee  A.  Clark,  Jr.,  M.D.,  Wilson 
3:05  p.m.    —   UNUSUAL   DUPLICATIONS   OF 
GLAUCOMA  THERAPY 

Eugene  V.  Grace,  M.D.,  Durham 
3:15  p.m.  —  COMBINED  CATARACT  EXTRAC- 
TION AND  TRABECULECTOMY 
M.  Harvey  Rubin,  M.D.,  Greensboro 
3:25  p.m.  —  REPORT  ON  GLAUCOMA  QUES- 
TIONNAIRES 

H.  Maxwell  Morrison,  Jr..  M.D.,  Pinehurst 
3:35  p.m.  —  Intermission 

3:55  p.m.    —  CELLULOSE    ACETATE    BUTY- 
RATE  CONTACT  LENSES 

Albin  W.  Johnson,  M.D.,  Raleigh 
4: 10  p.m.  —  TUMORS  OF  THE  CARUNCLE 

Robert  L.  Groat,  M.D.,  Greensboro 
4:25  p.m.    —    DIABETIC    MACULAR    RETIN- 
OPATHY 

John  H.  Killian,  M.D.,  Asheville 


SECTION  ON  OBSTETRICS  &  GYNECOLOGY 

Friday,  May  6,  1977 

1:00  p.m. -2:00  p.m Carolina  Board  Room 

CHAIRMAN:  Richard  B.  Rankin.  Jr..  M.D.,  Char- 
lotte 
Business  Meeting: 

Election  of  Officers,  Delegate  and  Alternate  Dele- 
gate for  1977-78 


SECTION  ON  EMERGENCY  MEDICINE 

Friday,  May  6,  1977 

1:00  p.m. -5:00  p.m TV  Room,  Old  Club 

Pinehurst  Country  Club 
CHAIRMAN:  Frederick  W.  Glass,  M.D.,  Winston- 
Salem 
Scientific  Session: 
1 :00  p.m.  —  POST  TRAUMATIC  RESPIRATORY 
DISEASE 

Joseph  A.  Moylan,  Jr..  M.D..  Associate  Pro- 
fessor of  Surgery  &  Director  of  Trauma  Unit, 
Duke  University  Medical  Center,  Durham 
2:00  p.m.  —  PRACTICAL  MANAGEMENT  OF 
EYE  INJURIES  IN  THE  EMERGENCY  DE- 
PARTMENT 

Martin  John  Kreshon,  M.D., 
Chariotte  LENT  Hospital,  Chariotte 
3:00  p.m.  —  DEATH  IN  THE  EMERGENCY  DE- 
PARTMENT 

Julius   Howell.   LLB.   M.D..   Professor  of 
Surgery,   Lecturer  Medical  Jurisprudence, 
Bowman     Gray     School     of     Medicine, 
Winston-Salem 
4:00  p.m.   —  PANEL  DISCUSSION  —  EMER- 
GENCY   MEDICINE    IN    NORTH    CARO- 
LINA: PAST,  PRESENT  AND  FUTURE 
Moderator:    Richard    T.    Myers,    Professor   of 
Surgery,  Chairman,  Department  of  Surgery, 
Bowman  Gray  School  of  Medicine,  Winston- 
Salem 
Panelists:  Eben  Alexander,  Jr.,  M.D.,  Professor 
of  Neurosurgery,    Head,    Section   of  Neuro- 
surgery, Bowman  Gray 

F.  O'Neil  Jones,  Esquire,  FormerN.C.  State 
Senator,    Chairman,    N.C.    State    Emer- 
gency Medical  Services  Advisory  Council 
Jesse  Meredith,  M.D.,  Professor  of  Surgery, 

Bowman  Gray  School  of  Medicine 
Joyce  Reynolds,  M.D.,  Clinical  Instructor, 
Emergency  Medicine  and  President,  For- 
syth Emergency  Services.  P.S. 
5:00  p.m.  —  BUSINESS  MEETING:  Election  of 
Officers,  Delegate  and  Alternate  Delegate  for 
1977-78 
(CATEGORY  1  Credits  of  the  American  College  of 
Emergency  Physicians  applied  for.  —  4  hours). 
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SECTION  ON  PUBLIC  HEALTH  &  EDUCATION 

Friday.  May  6,  1977 

2:00  p.m. -4:00  p.m BANQUET  ROOM 

New  Members"  Club.  Pinehurst  Country  Club 
CHAIRMAN:  A.  G.  Siege.  M.D..  Carthage 
Scientific  Session: 

ARE  VACCINES  AN  ENDANGERED  SPECIES? 
Samuel  L.  Katz.  M.D. 
Duke  University  Medical  Center,  Durham 
Question  &  Answer  period 
PHYSICIANS.  POLITICS  AND  THE  P/ZUTURE: 
LETS  WAKE  UP! 

Sarah  T.  Morrow.  M.D..  Secretary 
Department  of  Human  Resources 
State  of  North  Carolina,  Raleigh 
Business  Meeting: 

Election  of  Officers,  Delegate  and  Alternate  Dele- 
gate for  1977-78 


SECTION  ON  PEDIATRICS 

Friday.  May  6.  1977 

2:00  p.m. -5:00  p.m Crystal  Room 

CHAIRMAN:  Archie  T.  Johnson.  Jr..  M.D.,  Raleigh 

Topics  in  Adolescent  Medicine 
Moderator:  Jon  B.  Tingelstad.  M.D..  Professor  and 
Vice  Chairman.  Department  of  Pediatrics.  East 
Carolina    University    School    of    Medicine. 
Greenville 
2:00  p.m.  —  THE  ADOLESCENT  SUBSTANCE 
ABUSER  —  WHY  AND  WHAT  TO  DO 
George  M.  Bright.  M.D..  Associate  Profes- 
sor of  Pediatrics.  Director  of  Adolescent 
Medicine.    Medical    College    of    Virginia. 
Richmond.  Virginia 
p.m.    —    THE    ADOLESCENT    SEXUAL 
•ABUSER" 
James  L.  Mathis.  M.D..  Professor  &  Chair- 
man.    Department    of    Psychiatry,     ECU 
School  of  Medicine,  Greenville 
p.m.  —COFFEE  BREAK 
p.m.     —     OFFICE     MANAGEMENT     OF 
COMMON   ADOLESCENT  GYNECOLOG- 
ICAL PROBLEMS 

J.      Edwin     Clement,      M.D..      Practicing 
Gynecologist.  Greenville 
p.m.  —  SEXUALLY  TRANSMITTED  DIS- 
EASES 

P.  Frederick  Sparling.  M.D..  Professor  of 
Medicine  and  Bacteriology.  Chief.  Division 
of   Infectious    Diseases.    UNC    School    of 
Medicine.  Chapel  Hill 
p.m.  —  PANEL  DISCUSSION: 
George  M.  Bright.  M.D. 
James  L.  Mathis.  M.D. 
J.  Edwin  Clement.  M.D. 
P.  Frederick  Sparling.  M.D. 
p.m.  —  Business  Session: 

Election  of  Officers.  Delegate  and  Alternate 
Delegate  for  1977-78 

ADJOURNMENT 


2:30 


3:00 

3:15 


3:45 


4:15 


5:00 


SECTION  ON  INTERNAL  MEDICINE 
(NCSIM) 

Friday.  May  6.  1977 

5:30  p.m August  Cottage 

CHAIRMAN:  William  W.  Fore.  M.D..  Greenville 

Business  Meeting: 

Election  of  Officers,  Delegate  and  Alternate  Dele- 
gate for  1977-78 


SECTION  ON  NEUROLOGICAL  SURGERY 

Saturday,  May  7.  1977 

7:30  a.m.- 12  Noon   Crystal  Room 

Breakfast  Meeting:  (Go  through  Buffet  Line  and  on 

into  Crystal  Room) 
CHAIRMAN:  David  L.  Kelly.  Jr.,  M.D..  Winston- 
Salem 
Program    Chairman:    Richard    S.    Kramer.    M.D.. 
Durham 
7:30-  8:00  —  Buffet  Breakfast 
8:00-10:00  —  Scientific  Program: 

DURAL  ARTERIOVENOUS  MALFORMA- 
TIONS 

Guy  L.  Odom.  M.D..  Durham 
MEDICAL    AND    SURGICAL    MANAGE- 
MENT OF  SPASTICITY 

Wesley  A.  Cook.  Jr..  M.D.,  Durham 
SURGICAL     CORRECTION     OF     MAJOR 
CRANIOFACIAL  DEFORMITIES 
W.  Jerry  Oakes,  M.D..  Durham 
ABERRANT    VESSELS    AND    TIC    DOU- 
LOUREUX 

Robert  H.  Wilkins,  M.D..  Durham 
PERCUTANEOUS  CORDOTOMY 
Richard  S.  Kramer,  M.D.,  Durham 
10:00-12:00   —   Committee   Reports   and    Business 
Meeting 

David  L.  Kelly.  M.D..  presiding 


SECTION  ON  FAMILY  PRACTICE 

Saturday,  May  7,  1977 

8:30  a.m. -12:30  p.m Disco  Room 

CHAIRMAN:  Charles  H.  Duckett.  M.D..  Winston- 
Salem 
Program  Chairman:  Willis  E.  Mease,  M.D..  Richlands 
Scientific  Session: 

REPAIRS  AND  CARE  OF  LACERATIONS 
Calvin  R.  Peters,  M.D..  Professor  of  Sur- 
gery, Duke   University   Medical  Center, 
Durham 
HYPER-SENSITIVE  EXPOSURE  IN  AR- 
THRITIS 

F.  Murray  Carroll.  M.D..  Chadboum 
Business  Session: 

Elect  Officers.  Delegate  and  Alternate  Delegate  for 
1977-78  

PROGRAM  ON  NUCLEAR  MEDICINE 

Saturday.  May  7.  1977 

9:00  a.m.- 1 2  Noon Carolina  Board  Room 

CHAIRMAN:  R.  H.  Wilkinson.  M.D..  Durham 
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Scientific  Session: 

NON-INVASIVE     IMAGING     OF    THE 
UPPER       ABDOMEN       USING      COM- 
PUTERIZED       TOMOGRAPHY,        UL- 
TRASOUND AND  NUCLEAR  MEDICINE 
Edward  V.  Staab,  M.D.,  Director,  Nuclear 
Medicine,  and  Professor  of  Radiology.  UNC 
School  of  Medicine,  Chapel  Hill 
CURRENT  STATUS  OF  GALLIUM  SCAN- 
NING 

C.  Douglas  Maynard,  Director  of  Medicine; 
and  Robert  J.  Cowan,   M.D.,  Director  of 
Radiology,    Bowman    Gray    School    of 
Medicine,  Winston-Salem 
Address:  (TO  BE  ANNOUNCED) 
Business  Session: 

Election  of  Officers,  Delegate.  Alternate  Delegate 
for  1977-78 


SECTION  ON  NEUROLOGY  &  PSYCHIATRY 

Saturday.  May  7.  1977 

9:00  a.m. -4:00  p.m HMS  Bounty 

CHAIRMAN:  Martin  A.  Hatcher,  M.D.,  Greensboro 
Scientiflc  Session: 
9:00  a.m.  —  NEWER  TECHNIQUES  IN  THE 
TREATMENT  OF  TIC   DOULOUREUX 
AND  HEMIFACIAL  SPASM 

Robert  Wilkins,   M.D.,  Duke   University 
Medical  Center,  Durham 
10:00  a.m.  —  NEUROCHEMISTRY  OF  SCHIZO- 
PHRENIA AND  THE  RELATIONSHIP  TO 
PSYCHOTROPHIC  MEDICATION 

James  Davis,  M.D.,  Duke  University  Medi- 
cal Center,  Durham 
11:00  a.m.  —  CURRENT  CONCEPTS  IN  THE 
USE  OF  ANTICONVULSANTS  UTILIZING 
ANTICONVULSANT  BLOOD  LEVEL  DE- 
TERMINATIONS 

Larry  Boyles.  M.D.  and  Kenneth  Dudley, 
Ph.D..  UNC  School  of  Medicine,  Chapel 
Hill 
Lunch  Break — (on  your  own) 
2:00  p.m.  —  Separate  Meeting: 
Neurologists 
Psychiatrists 
3:30  p.m.  —  Business  Session 

Election  of  Officers.  Delegate  and  Alternate 
Delegate  for  1977-78 


SECTION  ON  ORTHOPAEDICS 

Saturday,  May  7,  1977 

9:00  a.m.  -  12  Noon Banquet  Room 

New  Members'  Club.  Pinehurst  Country  Club 
CHAIRMAN:   Frank  W.  Clippinger,  Jr.,  M.D., 
1   Durham 
Scientific  Session: 
Business  Session: 

Election  of  Officers.  Delegate  and  Alternate  Dele- 
gate for  1977-78 


SECTION  ON  ANESTHESIOLOGY 

Saturday,  May  7.  1977 

9:00  a.m. -12:00  p.m TV  Room— Old  Club 

Pinehurst  Country  Club 
CHAIRMAN:  Jack  H.  Welch.  M.D.,  Greenville 
Program  Chairman:  MerelH.  Harmel.  M.D. .Durham 
PANEL  DISCUSSION:  MORBIDITY  AND  MOR- 
TALITY IN  ANESTHESIA 
Moderator:  Merel  H.  Harmel,  M.D.,  Professor  and 
Chairman,   Department  of  Anesthesiology, 
Duke  University  Medical  Center,  Durham 
Panel:  A.  A.  Bechtoldt.  M.D.,  Assistant  Professor, 
UNC  School  of  Medicine,  Chapel  Hill  and 
Chairman,  Anesthesia  Study  Commission, 
N.C.  Society  of  Anesthesiologists 
Michel  Bourgeois-Gavardin.  M.D..  Chairman, 
Department  of  Anesthesia.  Durham  County 
General  Hospital  and  Associate  Clinical  Pro- 
fessor. Duke  University  Medical  Center 
David  A.  Davis.  M.D..  Professor.  Duke  Univer- 
sity Medical  Center,  Durham 
Henry  C.  Turner,  M.D..  Associate  Professor, 
Bowman  Gray  School  of  Medicine,  Winston- 
Salem 
Business  Session: 

Election  of  Officers,  Delegate  and  Alternate  Dele- 
gate for  1977-78 


SECTION  ON  SURGERY 

Saturday,  May  7.  1977 

12:30  p.m Cardinal  Ballroom 

CHAIRMAN:  William  W.Shingleton.M.D..  Durham 
Business  Session:   (Immediately  following  Second 
General  Session) 
Election  of  Officers,  Delegate  and  Alternate  Dele- 
gate for  1977-78 


SECTION  ON  PATHOLOGY 

Saturday,  May  7,  1977 

12:30  p.m. -5:00  p.m TV  Room.  Old  Club 

Pinehurst  Country  Club 
CHAIRMAN:   Charles   M.    Hassell.  Jr..   M.D., 

Greensboro 
Program  Chairman:   Robert  D.   Langdell,   M.D., 

Chapel  Hill 
Scientific  Session:  (to  be  announced) 
4:00  p.m.-  5:00  p.m.  —  Business  Session 

Election  of  Officers.  Delegate  and  Alternate 
Delegate  for  1977-78 


SECTION  ON  RADIOLOGY 

Saturday.  May  7,  1977 

1:30  p.m. -4:30  p.m Disco  Room 

CHAIRMAN:  Otis  N.  Fisher,  M.D..  Greensboro 
Scientific  Session:  (Program  to  be  announced) 
Business  Session: 

Election  of  Officers.  Delegate  and  Alternate  Dele- 
gate for  1977-78 
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SECTION  ON  DERMATOLOGY  Business  Session: 

Saturday.  May  7,  1977  Election  of  Officers,  Delegate  and  Alternate  Dele- 

2:00  p.m. -4:30  p.m Crystal  Room  gate  for  1977-78 

CHAIRMAN:  Elizabeth  P.  Kanof.  M.D..  Raleigh  

SECRETARY:  John  H.  Hall.  M.D..  Greensboro 

Scientific  Session:  NORTH  CAROLINA  ACADEMY  OF 

A    SYMPOSIUM    ON    OCCUPATIONAL  FAMILY  PHYSICIANS 

DERMATOSES  Sunday,  May  8.  1977 

Guest  Speaker:  Donald  J.  Birmingham,  M.D..  9:00  a.m. -12  Noon Disco  Room 

Professor  and  Chairman.  Department  of  BOARD  OF  DIRECTORS  MEETING 

Dermatology.  Wayne  State  University.  Presiding:  Charles  H.  Duckett.  M.D..  President 
Detroit.  Michigan 
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Classified  Ads 


PHYSICIAN'S  ASSISTANT  desires  preceptorship  and/or  possible 
employment  with  primary  care  physician.  Effective  May  1977. 
Please  contact:  Jim  Klockowski,  Box  852  Albany  Medical  College. 
Albany,  New  York  12033. 

PHYSICIAN'S  ASSISTANT  seeks  position  in  WNC  area.  Prefer 
General  Practice  out-patient  work  with  emphasis  on  preventive 
medicine  but  will  consider  all  offers.  Experienced  with  excellent 
references  available  upon  request.  Contact:  Michael  R.  Foster, 
P.A.,  1936  NW  31st  Avenue.  GainesviUe,  Florida  32605. 

CONFERENCES  FOR  MEDICAL  PROFESSIONALS.  A  calendar 
listing  of  over  500  national/international  meetings,  conferences  and 
seminars  in  the  medical  sciences  for  1977.  All  medical  specialties 
included.  Send  a  $10.00  check  or  monev  order  payable  to  Profes- 
sional Calendars,  P.O.  Box  40083,  Washington.  D.C.  20016. 

Internist,  thirty  years  old.  ABIM  University  trained  with  one  year  of 
Hematology  experience  desires  practice  opportunity  in  the 
Durham,  North  Carolina  area.  Reply  to  Joseph  R.  Holachan, 
M.D.,  2042  West  Magnolia.  San  Antonio.  Texas. 


PHYSICIAN  LOANS  BY  MAIL  Signature  only.  $5,000  to  $25,000. 
Use  for  Starting  New  Practice.  Equipment  Purchase,  Investment, 
etc.  For  information  in  strict  confidence  write:  W.  Vem  Britton. 
Pres.,  Financial  Resources  Co.,  Box  502,  Richmond,  Virginia 
232(M 

EMERGENCY  PHYSICIANS  WANTED:  Hospital  seeking  to  begin 
full  time  emergency  physician  coverage.  Need  two  men  at  this  time. 
Prefer  Emergency  Medical  Trained  Men;  however,  not  necessary. 
Graduate  of  American  Medical  School.  Salary,  $50,000  range. 
Excellent  area  for  hunting.  Ashing,  water  sports,  etc.  Contact:  John 
P.  Davis,  Administrator,  Beaufort  Countv  Hospital,  East  12th 
Street,  Washington,  N.C.  27889. 

PHYSICIANS  NEEDED:  M.D.s  having  completed  or  near  comple- 
tion of  internships  or  residencies  for  hospital/clinics/flight  surgeon 
duties.  Choice  of  duty  station,  $30,000-40,000  starting  salary, 
travel  and  reliKation  expenses  paid.  30  days  paid  vacation  annu- 
ally, duty  rotation  allows  excellent  family  life.  Contact  LT.  Ron 
Hewett.  Navv  Physician  Programs,  Navy  Recruiting  District,  P.O. 
Box  18568.  Raleigh.  N.C.  27609  or  call  coUect  (919)  872-2547. 


"WHEN  YOUR  BACK  FEELS  GOOD  YOU'LL  FEEL  GOOD" 


SEALY  POSTUREPEDIC  ROYALE 


Choose  Extra  Firm  or  Gently  Firm. 
Specially  spaced  coils  concentrate 
firmness  where  body  weight  is  con- 
centrated. Exclusive  torsion  bar 
foundation  for  more  firmness. 
■'Pillow-putT'  quilts  filled  with  lux- 
ury layer  of  Sealyfoam'"'*. 

FULLSIZEea.pc.  SI59.95 
QUEEN  SIZE  2-pc.  set  S379.95 
KING  SIZE  3-pc.  set  S549.95 


£^_J^  twm  size 
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If  You  Want  to  be  President,  Don't  Mention  It 


If  you  want  to  be  president  or  hold  any  other  office 
in  the  North  Carolina  Medical  Society  you  have  two 
choices.  You  can  be  quiet  and  hope  the  nominating 
committee  puts  your  name  in  its  report.  Or  you  can 
move  to  amend  our  Bylaws  to  allow  a  more  open 
chance  for  recognition  and  nomination. 

Chapter  V,  Section  5  of  the  Bylaws  states:  "any 
person  known  to  have  solicited  votes  for  any  office 
within  the  gift  of  The  Society  shall  be  ineligible  for  any 
office  for  two  years."  This  provision  has  been  present 
in  the  Bylaws  since  1903,  but  no  explanation  for  its 
inclusion  appears  in  the  Transactions.  Through  the 
years,  however,  it  apparently  did  not  prevent  some 
members  from  waging  vigorous  campaigns  to  influ- 
ence the  Nominating  Committee  and  the  delegates  to 
choose  their  favorite  candidates. 

Within  memory  of  some  of  our  current  members 
these  campaigns  became  vicious  to  the  point  of  obtru- 
siveness.  They  tell  us  this  prompted  the  change  in  1956 
of  Chapter  V,  Section  2  to  require  that  the  Nominating 
Committee  "shall  make  its  report  at  least  two  weeks 
before  the  Annual  Meeting  to  the  President  in  a  sealed 
confidential  letter,  this  report  to  remain  unopened 
until  presented  and  read  by  the  President  to  the  House 
of  Delegates  at  the  time  designated  for  the  report  of  the 
Nominating  Committee  to  the  House  of  Delegates." 

The  Committee  on  Constitution  and  Bylaws  in  pre- 
paring the  revision  printed  elsewhere  in  this  issue  did 
not  feel  it  could  change  these  specific  provisions  with- 
out altering  the  philosophy  and  intent  of  the  older 
documents.  Yet  there  has  been  comment  that  the 
present  system  of  nominations  for  officers  tends  to 
perpetuate  an  oligarchy  unresponsive  to  the  member- 
ship and  to  discourage  nominations  at  the  last  minute 
from  the  floor  of  the  House  of  Delegates. 

Our  nominating  committee  system  has  served  us 


well.  It  has  wide  and  diverse  representation,  and  it 
openly  invites  suggestions  for  nominees  not  only  for 
officers  but  also  for  other  elective  positions  including 
the  Board  of  Medical  Examiners.  The  three  yearterms 
of  members  are  staggered  so  there  is  continuity  from 
year  to  year,  yet  no  member  can  succeed  himself  on 
the  committee.  The  committee  selects  its  nominees  on 
the  basis  of  the  knowledge,  time,  and  talent  each  can 
contribute  to  The  Society,  and  recently  it  has  been 
almost  uncanny  in  selecting  the  right  men  for  all  sea- 
sons. 

Our  method  is  in  sharp  contrast  to  the  open  cam- 
paigning and  nominations  for  office  as  practiced  by  the 
American  Medical  Association.  We  do  not  need  this. 
We  see  and  communicate  with  each  other  often 
enough  not  to  need  campaign  literature  to  learn  of  the 
talents  and  interest  of  most  of  our  members. 

Yet  our  Bylaws  are  restrictive.  Although  to  our 
knowledge  a  nominee  has  never  been  declared  ineligi- 
ble because  he  has  solicited  votes,  there  may  well 
have  been  some  good  and  likely  candidates  who  have 
failed  to  be  recognized  because  they  were  reticent  to 
make  known  their  willingness  to  serve.  In  like  vein,  if 
the  delegates  knew  thirty  (30)  days  in  advance  the 
slate  of  the  Nominating  Committee  for  officers  even  as 
they  now  know  the  slate  for  board  positions,  they 
might  feel  more  free  to  make  nominations  from  the 
floor  for  any  position. 

At  this  time  when  a  major  rewriting  of  the  Constitu- 
tion and  Bylaws  is  being  presented,  it  is  the  opportune 
time  to  consider  changes  in  these  and  any  other  provi- 
sions that  might  encourage  more  participation  of  the 
membership  in  the  affairs  of  The  Society.  All  it  takes  is 
a  timely  resolution  to  the  House  of  Delegates. 
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REVISED  CONSTITUTION  AND  BYLAWS 

1977-78 


PREFACE 

In  1971  the  House  of  Delegates  (Report  AA)  au- 
thorized the  revision  of  the  Constitution  and  Bylaws 
for  structure  and  codification  without  alterations  of 
the  philosophy  and  intent  of  the  present  document. 
The  committee  on  Constitution  and  Bylaws  has  com- 
pleted this  revision  and  with  approval  of  the  Executive 
Council  on  January  30,  1977  is  herewith  publishing  the 
proposed  revision  for  the  information  of  the  member- 
ship. 

Notice  should  be  taken  of  the  following  significant 
changes: 

1.  Deletion  of  affiliate  membership. 

2.  Lack  of  professional  competence  added  as  a 
cause  for  revocation  of  membership. 

3.  Deletion  of  Student  Member  Section. 

4.  Executive  Council  establishes  rules  of  procedure 
in  an  Administrative  Code. 

5.  Standing  Committees  divided  into  two  groups, 
those  described  in  the  Bylaws  and  those  described  in 
the  Administrative  Code. 

6.  Finance  Committee  supervises  all  assets. 
Suggestions  for  other  changes  are' invited  by  the 

Committee. 

This  revision  and  any  other  proposed  changes  will 
be  presented  to  the  House  of  Delegates  in  May  1977 


with  the  intent  that  the  final  vote  be  taken  in  May  1978. 
In  order  to  clarify  the  procedures  leading  to  final  adop- 
tion the  Executive  Council  has  also  approved  the  fol- 
lowing recommendations  to  the  House  of  Delegates. 

1.  Introduction  of  the  revised  Constitution  and 
Bylaws  to  the  House  of  Delegates  May  1977  by  the 
Committee. 

2.  Referral  to  Reference  Committee  of  the  House 
along  with  any  additional  revisions  recommended  by 
the  Committee  since  publication. 

3.  Acceptance  by  the  House  of  Delegates  of  the 
entire  amended  document  as  a  first  reading,  with  the 
document  to  lay  upon  the  table  until  the  second  read- 
ing at  the  meeting  of  the  House  in  1978. 

4.  During  that  year  further  revisions  or  alterations 
shall  be  received  by  the  Committee  and  documented 
as  amendments  for  study  by  a  Reference  Committee  in 
1978. 

5.  Reading  of  the  entire  document  and  proposed 
amendments  to  the  House  at  its  second  session  in 
1978.  At  this  time  the  amendments  to  any  section  are 
made  as  it  is  read.  When  reading  is  complete  the  entire 
document  is  voted  upon  as  one  package,  a  majority 
vote  being  required  for  adoption.  (Reference:  Sturgis 
2nd.  Edition,  pp.  209-10,  204-5) 

Louis  Shaffner,  M.D..  Chairman 
Committee  on  Constitution  and  Bylaws 
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CONSTITUTION 


Article  I  —  Title  of  the  Society 

The  name  and  title  of  this  organization  is  North 
Carolina  Medical  Society.  The  words  "The  Society" 
in  this  Constitution  and  Bylaws  shall  be  construed  to 
mean  North  Carolina  Medical  Society. 

Article  II  —  Purposes  of  The  Society 

The  purposes  of  The  Society  are:  To  federate  and 
bring  into  one  compact  organization  the  medical  pro- 
fession of  the  State  of  North  Carolina;  to  unite  with 
similar  organizations  within  other  states  to  form  the 
American  Medical  Association;  to  extend  medical 
knowledge,  and  advance  medical  science;  to  elevate 
the  standards  of  medical  education  and  service;  to 
promote  friendly  intercourse  among  physicians;  and 
to  inform  the  public  with  such  regard  for  the  problems 
of  medical  care  and  public  health,  that  the  profession 
can  become  more  capable  within  itself,  and  more  use- 
ful in  the  prevention  and  cure  of  disease,  and  in  pro- 
longing and  adding  comfort  to  life. 

Article  III  —  Component  Societies 

Component  medical  societies  are  those  county  med- 
ical stKieties  in  North  Carolina  which  hold  charters 
from  this  Society. 

Article  IV  —  Members 

Members  of  The  Society  shall  be  ( I )  active  members 
of  component  county  societies  who  hold  a  license  to 
practice  medicine  in  North  Carolina  and  who  pay  dues 
to  The  Society,  and  (2)  others  as  shall  be  provided  in 
the  Bylaws. 

Article  V  —  House  of  Delegates 

The  legislative,  policymaking,  and  business  body  of 
The  Society  is  the  House  of  Delegates.  It  shall  be 
composed  of  (1)  delegates  elected  by  the  component 
societies,  (2)  the  Past-Presidents  and  Past  Secretaries, 
(3)  the  officers  of  The  Society,  and  (4)  others,  as 
provided  in  the  Bylaws.  The  House  of  Delegates  shall 
transact  all  business  of  The  Society  not  otherwise 
specifically  provided  for  in  this  Constitution  and 
Bylaws,  shall  elect  the  officers  and  other  elective  posi- 
tions within  the  power  of  The  Society,  and  shall  have 
power  to  approve,  rescind,  or  modify  the  actions  of 
the  Executive  Council,  except  as  provided  in  Article 
VII. 

Article  VI  —  Officers 

The  officers  of  The  Society  shall  be  a  President, 
President-Elect,  two  Vice-Presidents,  a  Secretary, 
one  Councilor  and  one  Vice-Councilor  for  each  dis- 
trict of  The  Society,  the  Speaker  and  Vice-Speaker  of 
the  House  of  Delegates,  and  the  Immediate  Past- 
President  of  The  Society.  Their  qualifications, 
methods  of  election,  and  terms  of  office  shall  be  pro- 
vided in  the  Bylaws. 


Article  VII  —  The  Executive  Council 

The  President,  President-Elect,  Vice-Presidents, 
Secretary,  the  Immediate  Past-President,  the  Speaker 
and  Vice-Speaker  of  the  House  of  Delegates,  the 
Councilors,  (or  Vice-Councilors),  shall  constitute  the 
Executive  Council,  of  which  the  President  of  The 
Society  shall  be  President,  and  the  Secretary  shall  be 
Secretary.  The  (1)  Commissioners,  the  current 
Chairmen  of  the  (2)  Committee  on  Legislation  and  (3) 
Committee  on  Constitution  and  Bylaws,  (4)  the  Editor 
of  the  North  Carolina  Medical  Journal,  (5)  the 
Secretary  of  the  Board  of  Medical  Examiners,  (6)  the 
Director  of  the  Division  of  Health  Services,  and  (7)  the 
delegates  to  the  House  of  Delegates  of  the  American 
Medical  Association  shall  be  ex  officio  nonvoting 
members  of  the  Executive  Council.  In  the  absence  of  a 
Councilor  at  any  meeting  of  the  Council,  his  Vice- 
Councilor  shall  perform  his  duties  in  his  stead.  The 
Executive  Council  (1)  shall  speak  and  act  for  The 
Society  and  for  the  House  of  Delegates  between  meet- 
ings of  the  House  of  Delegates,  (2)  shall  be  the  Board 
of  Censors  of  The  Society  and  have  supreme  charge  of 
all  questions  of  ethics  and  of  the  discipline  of  mem- 
bers, (3)  shall  interpret  the  Constitution  and  Bylaws, 
and  (4)  shall  perform  such  other  duties  as  are  pre- 
scribed by  law  governing  directors  of  corporations 
and  as  may  be  provided  in  the  Bylaws. 

Article  VIII — Sections,  Districts,  and  District  Societies 

The  House  of  Delegates,  in  order  to  promote  the 
purposes  of  The  Society,  shall  provide  for  the  organi- 
zation of  councilor  districts  and  for  the  designation  of 
scientific  sections.  It  may  provide  for  the  organization 
of  district  societies  composed  of  members  of  compo- 
nent societies. 

Article  IX  —  Meetings  and  Sessions 

Section  I .  The  Society  shall  hold  an  annual  meeting 
during  which  there  shall  be  held  at  least  two  general 
sessions. 

Section  2.  The  House  of  Delegates  shall  meet  during 
the  time  of  the  annual  meeting,  and  at  such  times  as 
provided  in  the  Bylaws. 

Section  3.  The  time  and  place  for  holding  each  an- 
nual meeting  shall  be  fixed  by  the  House  of  Delegates. 

Article  X  —  Funds  and  Expenses 

The  House  of  Delegates  may  raise  funds  by  annual 
dues  or  by  assessment  on  the  membership,  and  by 
revenues  from  any  approved  activities.  The  House  of 
Delegates  may  appropriate  funds  to  defray  expenses 
of  The  Society  and  for  such  other  purposes  as  will 
promote  the  welfare  of  The  Society,  tl^e  profession,  or 
the  people  of  the  State.  No  member  solely  by  virtue  of 
his  membership  shall  be  entitled  to  any  financial  profit 
from  any  activity  of  The  Society. 


Article  XI  —  Referendum 

The  House  of  Delegates  by  a  two-thirds  majority 
vote  may  order  a  general  referendum  by  mail  to  the 
membership  for  a  final  vote  upon  any  question  pend- 
ing before  the  House  of  Delegates.  If  the  members 
voting  on  a  referendum  comprise  a  majority  of  the 
members  of  The  Society  eligible  to  vote,  a  majority  of 
such  votes  shall  determine  the  question. 


Article  XII  —  The  Seal 

The  Society  shall  have  a  common  seal.  The  House 
of  Delegates  by  majority  vote  shall  be  empowered  to 
break,  change,  or  renew  the  seal. 


Article  XIII  —  Amendments 

By  a  two-thirds  vote  of  the  delegates  registered  at  an 
annual  meeting,  the  House  of  Delegates  may  amend 
any  article  of  this  Constitution  provided:  (I)  that  such 
amendment  shall  have  been  presented  and  accepted 
for  consideration  by  a  majority  vote  in  open  meeting  at 
the  previous  annual  meeting,  and  that  such  amend- 
ment shall  have  been  sent  officially  to  each  component 
society,  or  printed  in  the  official  publication  of  The 
Society  at  least  two  months  prior  to  the  session  at 
which  final  action  is  to  be  taken,  or  (2)  that  such 
amendment  shall,  by  a  two-thirds  vote  of  the  House  of 
Delegates,  be  submitted  to  and  approved  by  a  general 
referendum  as  provided  for  in  Article  XI. 


BYLAWS 


Chapter  I  —  Membership 

Section  I.  Classification:  The  membership  of  The 
Society  shall  consist  of  Active,  Life,  Honorary.  Resi- 
dent Training,  and  Student  Members. 

a.  Active  Members 

The  active  members  of  The  Society  shall  be  the  active 
members  of  the  component  societies,  who  pay  dues  to 
The  Society  and  those  physicians  who  are  admitted  by 
the  Executive  Council  as  hereinafter  provided.  Each 
component  society  shall  be  the  judge  of  the  qualifica- 
tions of  its  members,  but,  as  such  societies  are  the 
portals  to  The  Society  and  to  the  American  Medical 
Association,  only  reputable  physicians  holding  a 
license  to  practice  medicine  in  North  Carolina  shall  be 
admitted  as  active  members  to  component  societies. 

b.  Life  Members 

Life  Members  shall  consist  of  those  current  members 
of  The  Society  who  shall  have  refired  from  the  active 
practice  of  medicine  on  or  after  the  age  of  65  and  who 
shall  have  been  dues  paying  members  for  30  years;  or 
who  upon  reaching  the  age  of  70  shall  have  been  dues 
paying  members  for  20  years  providing  that  they  have 
been  dues  paying  members  for  the  prior  five  (5)  years 
or  exempted  by  Council  action.  They  shall  be  exempt 
from  all  dues  and  assessments  and  shall  be  entitled  to 
all  the  privileges  enjoyed  by  active  members.  If  any 
member  eligible  for  Life  Membership  elects  to  con- 
tinue paying  his  dues  and  assessments,  he  then  shall 
continue  as  an  active  member.  The  time  of  a  member's 
service  in  the  Armed  Forces  of  our  country  except  on 
a  career  basis  shall  be  considered  as  membership  in 
The  Society. 

c.  Honorary  Members 

Honorary  Members  must  be  nominated  by  the  Coun- 
cil and  must  receive  a  two-thirds  vote  of  the  members 
of  the  House  of  Delegates.  They  shall  be  physicians 
distinguished  by  their  contributions  to  medicine  or 
physicians  who  have  displayed  an  exceptional  interest 
in  the  welfare  of  The  Society;  or  reflected  credit  and 
honor  upon  the  profession.  They  shall  be  exempt  from 
all  dues  and  assessments  and.  except  for  the  right  to 


vote  and  hold  office,  shall  be  entitled  to  all  the 
privileges  of  The  Society. 

d.  Resident  Training  Members 

Physicians  who  are  in  training  in  hospitals  in  the 
United  States,  which  are  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  for  the 
continuing  education  of  residents  and  who  are 
licensed  to  practice  in  North  Carolina  may  be  admit- 
ted to  membership  in  The  Society  directly  or  through 
membership  in  a  component  medical  society  for  and 
during  the  period  of  time  in  which  they  are  engaged  in 
training.  Following  the  presentation  of  credentials, 
the  certification  by  such  accredited  hospitals,  the  ap- 
proval of  the  Executive  Council,  and  the  payment  of 
dues  as  fixed  by  the  Executive  Council,  such  physi- 
cians may  be  admitted  directly  to  The  Society.  They 
shall  have  the  same  rights  and  privileges  as  Active 
Members. 

e.  Student  Members 

Any  student  who  is  regularly  enrolled  as  a  candidate 
for  the  degree  of  Doctor  of  Medicine  in  a  school  in  the 
State  of  North  Carolina  shall  be  eligible  for  Student 
Membership.  This  membership  may  be  obtained 
through  application  to  and  approval  of  the  Executive 
Council.  Student  members  shall  pay  dues  as  periodi- 
cally determined  by  the  Executive  Council,  shall  re- 
ceive the  North  Carolina  Medical  Journal  and 
shall  enjoy  all  the  rights  and  privileges  of  membership 
in  The  Society,  except  voting  for  members  of  Boards 
or  Commissions  who  are  appointed  or  elected  by  The 
Society  according  to  State  Law. 

f.  Direct  Admission  of  Active  Members 

When  a  physician  who  has  been  refused  active  mem- 
bership in  a  component  society  appeals  to  the  Execu- 
tive Council  for  active  membership  in  The  Society ,  the 
Council,  upon  determination  that  the  physician  is 
otherwise  qualified,  may  certify  his  admission  to  ac- 
tive membership.  Upon  payment  of  dues  and  assess- 
ments for  the  current  year,  the  physician  so  admitted 
shall  be  entitled  to  all  the  rights  and  privileges  of  active 
membership  in  The  Society. 


Section  2.  Rights  and  Duties 

a.  All  active  members  of  the  component  medical 
societies  permitted  and  provided  for  by  the  Constitu- 
tion and  Bylaws  of  The  Society  and  active  members 
who  have  been  made  members  by  the  Council  as  pro- 
vided for  in  the  Bylaws  and  who  have  paid  their  annual 
dues  for  the  current  year,  shall  be  privileged  to  attend 
all  business  and  a  scientific  session  of  The  Society, 
and  shall  be  eligible  to  vote  and  to  hold  office  in  The 
Society. 

b.  The  name  of  a  physician  upon  the  properly  cer- 
tified roster  of  membership  whose  dues  and  assess- 
ments have  been  paid  for  the  current  year,  shall  have 
the  right  to  register  at  the  annual  meetings  of  The 
Society.  Such  qualified  member  in  attendance  at  the 
annual  meetings  shall  enter  his  name  on  the  registra- 
tion book  and  shall  receive  a  badge,  which  shall  be 
evidence  of  his  right  to  all  the  privileges  of  members  at 
the  meetings.  No  member  shall  take  part  in  any  of  the 
proceedings  of  an  annual  meeting  before  complying 
with  the  provisions  of  this  section. 

c.  No  person  who  is  under  sentence  of  suspension 
or  expulsion  from  The  Society  or  from  any  component 
society  of  The  Society,  or  whose  name  has  been 
dropped  from  its  roll  of  members,  shall  be  entitled  to 
any  of  the  rights  or  benefits  of  The  Society,  nor  per- 
mitted to  take  part  in  any  of  its  proceedings  until  such 
time  as  he  has  been  relieved  of  such  disability,  pro- 
vided, however,  that  Life  Members  of  The  Society 
shall  continue  as  such  notwithstanding  their  being 
dropped  from  the  roll  of  the  component  society  for 
failure  to  pay  dues. 

d.  Each  member  shall  indicate  at  least  sixty  days 
prior  to  each  annual  meeting  the  one  Specialty  Section 
in  which  he  wishes  to  register  for  eligibility  to  vote  at 
the  annual  business  meeting  of  that  Section. 

e.  Compulsory  Continuing  Education 
Completion  and  certification  of  a  program  of  confinu- 
ing  medical  education  on  a  periodic  basis  by  the  mem- 
bers of  The  Society  as  specified  by  the  House  of 
Delegates  shall  be  a  requirement  for  continued  mem- 
bership. 

f.  Acceptance  or  continuation  ofmembership  in  The 
Society  shall  constitute  assent  by  the  member  to  abide 
by  all  provisions  of  the  Constitution  and  Bylaws  of 
The  Society. 

Section  3.  Rules  of  Conduct  and  Disciplinat^'  Ac- 
tion 

a.  Rules  of  Conduct 

The  principles  set  forth  in  the  Principles  of  Medical 
Ethics  of  the  American  Medical  Association  shall 
govern  the  conduct  of  members  of  The  Society  in  their 
relations  to  one  another  and  to  the  public. 

b.  Revocation  or  Suspension  of  Membership 
Membership  in  The  Society  may  be  suspended  or 
revoked  by  a  component  society  or  by  the  Executive 
Council  of  The  Society  where  it  is  found  that  a 
member  of  The  Society  has  been  guilty  of:  ( 1 )  immoral 
or  dishonest  conduct.  (2)  producing  or  attempting  to 
produce  a  criminal  abortion.  (3)  drug  abuse,  (4)  any 


fraud  or  deceit  by  which  he  was  admitted  to  practice  or 
elected  to  membership  in  The  Society,  (5)  unprofes- 
sional conduct,  (6)  any  violation  of  the  Principles  of 
Medical  Ethics  of  the  American  Medical  Association, 
or  (7)  lack  of  professional  competence  to  practice 
medicine  with  a  reasonable  degree  of  skill  and  safety 
for  patients.  Further,  any  member  who  has  been  con- 
victed in  any  court.  State  or  Federal,  of  any  felony  or 
other  criminal  offense  involving  moral  turpitude,  or 
has  been  found  guilty  by  the  Board  of  Medical 
Examiners  of  the  State  of  North  Carolina  of  violating 
the  Medical  Practice  Act  or  of  conduct  constituting 
grounds  for  suspension  or  revocation  of  his  license  to 
practice  medicine,  may  be  suspended  or  have  his 
membership  revoked  by  the  Executive  Council  of  The 
Society.  A  transcript  of  the  record  of  such  a  convic- 
tion in  any  court  certified  by  the  Clerk  of  the  Court 
shall  be  sufficient  evidence  to  justify  the  suspension  or 
revocation  ofmembership  in  The  Society.  A  certifica- 
tion by  the  Board  of  Medical  Examiners  of  the  fact 
that  such  Board  has  found  a  member  guilty  of  a  viola- 
tion of  the  Medical  Practice  Act  or  of  conduct  con- 
stituting grounds  for  suspension  or  revocation  of  his 
license  to  practice  medicine  shall  be  sufficient  evi- 
dence to  justify  suspension  or  revocation  ofmember- 
ship in  The  Society.  Prior  to  suspension  or  revocation 
of  membership,  a  member  has  the  right  to  appear 
before  the  Executive  Council  in  his  own  defense. 

c.  Any  physician  aggrieved  by  the  action  of  his 
component  society  in  refusing  him  membership,  or  in 
suspending  or  expelling  him,  shall  have  the  right  of 
appeal  to  the  Councilor  of  his  district.  Decisions  of  the 
Councilor  may  be  appealed  to  the  Executive  Council 
by  either  party.  The  decision  of  the  Executive  Council 
shall  be  final  in  matters  dealing  with  membership  in 
The  Society  subject  to  appeal  to  the  Judicial  Council 
of  the  American  Medical  Association.  The  Executive 
Council  may  refer  to  the  Mediation  Committee  any 
matter  involving  the  admission,  suspension,  expul- 
sion, or  discipline  of  amember  which  may  come  to  the 
attention  of  the  Council  by  appeal  as  herein  provided, 
or  otherwise,  for  investigation,  hearing,  and  recom- 
mendation by  the  Mediation  Committee  to  the  Council 
for  final  action. 


Chapter  II  —  Annual  and  Special  Meetings  of  The 
Society 

Section  I .  The  Society  shall  hold  an  annual  meeting 
at  a  time  and  place  recommended  by  the  Executive 
Council  and  approved  by  the  House  of  Delegates  at  a 
preceding  annual  meeting.  In  case  a  change  of  time  or 
place  or  both  should  be  considered  necessary,  the 
Executive  Council  shall  have  authority  to  make  such 
change.  The  House  of  Delegates  shall  meet  during  the 
time  of  the  Annual  Meeting. 

Section  2.  Special  Sessions  of  either  The  Society  or 
the  House  of  Delegates  shall  be  called  by  the  President 
upon  petition  of  forty  delegates,  or  at  request  of  the 
Executive  Council,  or  at  his  discretion. 


Chapter  III  —  General  Sessions 

Section  I.  The  General  Sessions  of  The  Society  are 
the  meetings  of  the  members  provided  for  in  Article  IX 
of  the  Constitution.  Each  General  Session  shall  be 
presided  over  by  the  President  or  in  his  absence,  dis- 
ability, or  at  his  request,  by  one  of  the  Vice-Presi- 
dents. At  such  time  and  place  as  may  have  been  ar- 
ranged, the  President  shall  deliver  his  annual  address 
before  a  General  Session.  The  program  of  the  General 
Sessions  shall  consist  of  the  delivery  of  papers  and 
discussion  relating  to  scientific  medicine  and  to  such 
other  topics  as  may  be  of  interest  to  the  general  mem- 
bership. 

Section  2.  Except  by  a  special  vote  of  members 
present,  the  order  of  exercises,  papers  and  discus- 
sions set  forth  in  the  official  program  shall  be  followed 
from  day  to  day  until  completed. 

Section  3.  Other  than  the  address  of  the  President, 
all  addresses  and  papers  before  The  Society  shall  be 
limited  in  time  to  that  designated  in  the  official  pro- 
gram. 

Chapter  VI  —  Sections 

Section  I.  The  following  Sections  shall  constitute 
the  regular  scientific  program:  Anesthesiology.  Der- 
matology. Emergency  Medicine.  Family  Practice.  In- 
ternal Medicine,  Neurology  &  Psychiatry,  Neurologi- 
cal Surgery.  Nuclear  Medicine.  Obstetrics  &  Gyne- 
cology. Ophthalmology.  Orthopaedics,  Otolaryngol- 
ogy &  Maxillofacial  Surgery.  Pathology.  Pediatrics. 
Public  Health  &  Education,  Radiology.  Surgery,  and 
Urology. 

Other  sections  may  be  created  upon  recommenda- 
tion by  the  Executive  Council  and  approval  by  the 
House  of  Delegates. 

Each  section  shall  hold  an  annual  business  meeting 
at  which  a  chairman-elect,  a  secretary,  a  delegate,  and 
an  alternate  delegate  shall  be  elected  for  the  following 
yearby  the  registered  members  of  the  Section  present. 
At  the  organizational  meeting  of  a  new  section,  a 
chairman  shall  also  be  elected.  The  Chairman  shall 
perform  such  details  as  pertain  to  the  office.  The 
Chairman-Elect  shall  succeed  to  the  office  of  Chair- 
man at  the  next  succeeding  annual  meeting  of  the 
Section. 

Section  2.  The  Chairmen  of  sections  shall  send  to 
the  Executive  Director  not  later  than  sixty  days  prior 
to  each  annual  meeting  of  The  Society,  the  titles  of 
papers  to  be  presented,  these  to  be  used  for  publica- 
tion in  the  official  program  of  the  meeting. 

Section  3.  Only  those  papers  presented  before  The 
Society  which  are  submitted  in  writing  to  the  Secre- 
tary during  the  annual  meeting  will  be  eligible  for 
awards.  Award  winning  papers  shall  become  the 
property  of  The  Society  and  may  be  published  in  the 
North  Carolina  Medical  Journal  at  the  discre- 
tion of  the  Editor. 

Section  4.  The  Society  is  not  to  be  considered  as 
endorsing  the  views  and  opinions  advanced  by  au- 
thors of  papers  delivered  at  the  annual  meeting  or 
published  in  the  official  publication  of  The  Society. 


Chapter  V  —  House  of  Delegates 

Section  I.  Composition  and  Appointment 

The  House  of  Delegates  shall  be  composed  of  rep- 
resentatives of  component  medical  societies,  includ- 
ing hyphenated  societies  as  hereinafter  described, 
designated  specialty  sections,  representatives  of  stu- 
dent members  as  herein  provided,  and  the  officers, 
Past-Presidents,  and  Past  Secretaries  of  The  Society. 
Each  chartered  component  medical  society  or  other 
division  entitled  to  representation  in  the  House  of 
Delegates  shall  be  free  from  indebtedness  to  The  Soci- 
ety and  in  good  standing  to  qualify  for  representation. 
Each  such  component  medical  society  shall  be  enti- 
tled to  one  delegate  for  its  first  twenty-five  voting 
members  or  fewer,  and  one  additional  delegate  for 
each  additional  twenty-five  or  major  fraction  thereof 
of  voting  members  except  as  provided  in  Chapter  XI, 
Section  2.  The  student  members  of  the  North  Carolina 
Medical  Society  from  each  medical  school  in  the  State 
of  North  Carolina  shall  be  entitled  to  one  delegate  for 
the  first  twenty-five  student  members  or  less,  and  one 
additional  delegate  for  each  additional  twenty-five 
student  members  or  major  fraction  thereof.  A  list  of  its 
delegates  each  of  whom  must  be  an  active  member  of 
his  component  society  and  of  The  Society  shall  be 
certified  by  the  secretary  of  each  component  medical 
society  to  the  Executive  Director  who  shall  issue  an 
official  certificate  to  each  delegate.  In  the  case  of 
student  delegates,  the  student  members  of  The  Soci- 
ety from  each  medical  school  in  the  State  of  North 
Carolina  shall  hold  an  election  on  or  before  December 
first  of  each  year  for  the  purpose  of  electing  delegates 
and  alternate  delegates.  After  said  election,  the  dele- 
gates and  alternates  each  of  whom  must  be  in  good 
standing  in  his  school  and  a  student  member  of  The 
Society  shall  be  certified  by  the  chief  executive  officer 
(or  his  designee)  of  the  medical  school  to  the  Execu- 
tive Director  on  forms  furnished  by  the  Director  who 
shall  furnish  each  student  delegate  an  official  certifi- 
cate. 

Each  specialty  section  as  heretofore  defined  (Chap- 
ter IV)  at  its  regular  scheduled  meeting  shall  elect  a 
delegate  and  an  alternate  delegate  for  the  following 
year. 

If  any  delegate  or  alternate  delegate  is  unable  to 
attend  the  meeting  of  the  House  of  Delegates,  the 
delegate  shall  designate  some  other  qualified  member 
of  his  component  or  specialty  section  as  his  represen- 
tative, or  if  a  student  member,  another  qualified  stu- 
dent member  of  The  Society  at  his  respective  medical 
scheiol  to  attend  the  sessions  of  the  House  of  Dele- 
gates. 

Section  2.  Procedure 

a.  Call  to  Order:  The  President,  or  in  his  absence 
one  of  the  Vice-Presidents  in  order  of  rank,  shall  call 
the  House  of  Delegates  to  order.  The  meeting  shall 
thereafter  be  presided  over  by  the  Speaker  or  in  his 
absence,  or  at  his  discretion,  the  Vice-Speaker,  or  in 
the  absence  of  both,  the  presiding  officer  shall  be 


chosen  by  the  majority  of  delegates  present,  the  Presi- 
dent of  The  Society  presiding  during  this  selection. 

b.  The  Order  of  Business  shall  be  that  outlined  in  the 
official  agenda  approved  by  the  Speaker.  By  majority 
vote  the  House  may  change  the  order  of  business. 

c.  Resolutions  and  other  business: 

1 )  To  be  considered  as  regular  business  each  resolu- 
tion must  be  introduced  by  a  voting  delegate  repre- 
senting himself  or  his  specialty  section,  or  by  the 
delegation  of  a  component  society  and  must  be  filed 
with  the  Executive  Director  of  The  Society  at  least 
thirty  (30)  days  prior  to  the  first  meeting  of  the  House. 
This  rule  may  be  set  aside  upon  the  vote  of  two-thirds 
of  the  delegates  present  at  the  meeting  of  the  House  of 
Delegates  or  upon  reference  to  the  House  of  Delegates 
by  the  Executive  Council. 

2)  Any  resolution  or  report  the  implementation  of 
which  would  require  expenditure  of  money  shall  con- 
tain a  fiscal  note  estimating  the  amount  needed. 

3)  All  resolutions  shall  prior  to  final  action  by  the 
House  be  referred  to  a  reference  committee  for  rec- 
ommendation, except  that  memorial  resolutions  and 
resolutions  of  an  urgent  nature  submitted  after 
scheduled  meetings  of  reference  committees  may  be 
acted  upon  without  such  referral. 

4)  Reports  and  recommendations  of  the  Executive 
Council  or  any  committees  of  The  Society  may  be 
referred  to  a  reference  committee  at  the  discretion  of 
the  Speaker  or  by  vote  of  the  House. 

d.  All  meetings  of  the  House  of  Delegates  shall  be 
open  to  members  of  The  Society,  unless  the  House 
votes  itself  into  executive  session,  at  which  time  its 
meeting  shall  be  closed  to  all  but  registered  delegates 
and  alternates. 

e.  Privilege  of  the  Floor:  The  Speaker  at  his  discre- 
tion subject  to  approval  by  the  House  may  extend  the 
privilege  of  the  floor  to  any  person  who  might  assist  in 
its  deliberations. 

Section  3.  Quorum 

A  majority  of  the  registered  delegates  of  the  House 
of  Delegates  at  any  meeting  shall  constitute  a  quorum. 

Section  4.  Committees  of  the  House  of  Delegates 

a.  Reference  Committees 
The  Speaker  shall  appoint  members  of  the  House  to 
Reference  Committees  at  the  first  regular  session  of 
the  House  of  Delegates  or  prior  thereto.  The  Refer- 
ence Committees  on  resolutions  and  reports  shall  con- 
sist of  at  least  three  members.  Each  committee  shall 
hold  open  hearings  on  all  resolutions  and  other  busi- 
ness referred  to  it.  allo\Ving  any  member  of  The  Soci- 
ety and  invited  guests  to  discuss  the  matters  at  hand, 
and  shall  in  its  report  to  the  House  recommend  what 
action  be  taken  on  each  item. 

n^  b.  Special  Committees  of  the  House  of  Delegates 
The  House  of  Delegates  shall  have  authority  to  create 
a  special  committee  or  committees  from  among  mem- 
bers of  The  Society.  Members  of  such  committees 
shall  be  appointed  by  the  Speaker.  Such  committees 
report  directly  to  the  House  of  Delegates,  and  commit- 


tee members  may  participate  in  any  debate  of  the 
subject  matter  of  their  report. 

c.  Nominating  Committee 
The  House  at  its  first  session  shall  elect  a  Committee 
on  Nominations  for  the  ensuing  year,  consisting  often 
delegates,  one  from  each  Councilor  District.  The 
President-Elect  shall  be  an  ex  officio  nonvoting 
member  of  the  Committee.  No  voting  member  of  the 
Committee  shall  hold  any  elective  office  in  The  Soci- 
ety, with  the  exception  of  those  holding  memberships 
on  the  Board  of  Medical  Examiners.  Members  of  the 
Nominating  Committee  shall  serve  for  three  years, 
and  except  during  the  year  of  election,  a  member  need 
not  be  a  delegate.  The  members  from  the  Third,  Fifth, 
Seventh,  and  Ninth  Councilor  Districts  shall  be 
elected  in  one  year.  The  members  from  the  Second, 
Sixth,  and  Tenth  Councilor  Districts  shall  be  elected 
the  following  year,  and  the  members  from  the  First, 
Fourth  and  Eighth  Councilor  Districts  shall  be  elected 
in  the  third  year.  No  member  shall  be  reelected  to  the 
Nominating  Committee  without  a  break  in  service  of 
at  least  three  years.  After  each  year's  election,  the 
Committee  on  Nominations  shall  confer  with  the  Sec- 
retary of  The  Society,  and  a  Chairman  shall  be  elected 
by  the  Committee.  It  shall  be  the  duty  of  the  Commit- 
tee on  Nominations  to  consult  with  members  of  The 
Society  and  to  hold  one  or  more  meetings  at  which  the 
best  interest  of  The  Society  and  the  medical  profes- 
sion shall  be  considered.  The  Committee  shall  make  at 
least  one  nomination  for  each  of  the  officers  to  be 
elected  that  year.  At  least  two  weeks  before  the  annual 
meeting,  the  Committee  shall  make  a  report  to  the 
President  of  The  Society  in  a  sealed  letter  containing 
nominations  for  officers.  This  report  is  to  remain 
sealed  until  read  by  the  President  to  the  House  of 
Delegates  at  the  time  designated  for  the  report  of  the 
Committee  on  Nominations  to  the  House  of  Delegates 
at  the  next  annual  meeting  of  The  Society.  Nomina- 
tions for  all  elective  positions  other  than  for  officers  of 
The  Society  shall  be  announced  in  writing  to  the  dele- 
gates at  least  thirty  (30)  days  in  advance  of  the  annual 
meeting.  The  nomination  for  Councilors  and  Vice- 
Councilors  from  the  Councilor  Districts  shall  be  made 
as  follows:  at  each  annual  session  there  shall  be  nomi- 
nated for  a  term  of  three  years,  candidates  for  Coun- 
cilor and  Vice-Councilor  to  replace  those  whose  terms 
expire  that  year.  If  ninety  days  or  more  prior  to  a 
scheduled  election,  a  District  Medical  Society  cer- 
tifies to  the  Committee  on  Nominations  the  names  of 
members  it  wishes  placed  in  nomination  for  Councilor 
or  Vice-Councilor  for  that  District,  the  Committee 
shall  place  said  names  in  nomination  and  shall  so 
designate  these  in  its  report.  In  this  event,  the  Com- 
mittee, prior  to  its  report,  shall  poll  by  mail  all  the 
official  delegates  of  the  component  societies  in  that 
District  for  approval  of  such  names  as  nominees.  If 
any  name  is  not  approved  as  a  nominee  by  a  majority 
vote  of  all  delegates,  the  Committee  shall  submit  at 
least  one  additional  nomination  for  such  office.  This 
subsection  shall  not  limit  the  power  of  the  Committee 
to  make  more  than  one  nomination  for  any  office.  The 
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Committee  on  Nominations  shall  nominate  members 
i  as  delegates  and  alternate  delegates  to  the  American 
Medical  Association,  members  to  the  Board  of  Medi- 
cal Examiners  of  the  State  of  North  Carolina,  the 
elected  members  of  the  Commission  for  Health  Ser- 
vices, the  Editorial  Board  of  the  North  Carolina 
Medical  Journal,  and  members  to  any  other 
bodies,  boards  or  commissions  on  which  The  Society 
is  entitled  to  elected  representation.  After  the  report 
of  the  Nominating  Committee  is  given  at  the  annual 
session  of  the  House  of  Delegates  and  the  elections 
have  taken  place,  the  function  of  said  Nominating 
Committee  shall  cease. 

Section  5.  Elections 

a.  Method 

The  officers  of  The  Society  and  the  elected  represen- 
tatives of  The  Society  to  other  organizations  shall  be 
elected  by  the  House  of  Delegates  at  its  first  regular 
meeting  at  each  annual  session.  After  the  report  of  the 
Nominating  Committee  has  been  received,  additional 
nominations  for  any  position  may  be  made  from  the 
floor  by  any  delegate,  provided  such  nominees  have 
agreed  to  serve  if  elected.  All  elections  shall  be  by 
secret  ballot,  but  if  only  one  person  is  nominated  for  a 
particular  office,  the  vote  may  be  taken  viva  voce.  The 
majority  of  the  votes  cast  shall  be  necessary  to  elect. 

b.  Board  of  Medical  Examiners 

Members  of  the  House  of  Delegates  shall  elect  seven 
members  of  the  Board  of  Medical  Examiners  of  the 
State  of  North  Carolina  as  follows:  every  two  years 
two  or  three  members  shall  be  elected  for  terms  of  six 
years  commencing  the  following  November  first  to 
replace  members  whose  terms  expire.  Members  of 
said  Board  shall  serve  for  one  term  only. 

c.  Commission  for  Health  Services 

Elective  members  of  the  Commission  for  Health  Ser- 
vices shall  be  elected  by  the  House  of  Delegates  for  a 
term  of  four  years  to  serve  until  their  successors  shall 
have  been  duly  elected  and  qualified. 

d.  Editorial  Board 

Seven  elective  members  of  the  Editorial  Board  of  the 
North  Carolina  Medical  Journal  shall  be 
elected  by  the  House  of  Delegates  to  serve  terms  of 
four  years.  The  Editorial  Board  shall  contain  at  least 
one  member  of  the  faculty  of  each  of  the  schools  of 
medicine  within  the  State. 

e.  Vacancies 

A  vacancy  occurring  for  any  cause  other  than  the 
expiration  of  the  term  of  office  in  the  membership  of 
the  Board  of  Medical  Examiners  or  the  Editorial 
Board  of  the  North  Carolina  Medical  Journal 
shall  be  filled  by  a  quorum  of  that  respective  Board.  A 
vacancy  occurring  in  the  membership  of  the  Division 
of  Health  Services  for  any  reason  other  than  expira- 
tion of  the  term  of  office  shall  be  filled  by  the  Execu- 
tive Council  until  a  successor  is  elected  for  the  unex- 
pired term  at  the  next  meeting  of  the  House  of  Dele- 
gates. 

f.  Delegates  to  American  Medical  Association 

In  electing  members  of  The  Society  as  delegates  and 


alternate  delegates  to  the  House  of  Delegates  of  the 
American  Medical  Association,  the  House  of  Dele- 
gates shall  act  in  accordance  with  the  Constitution  and 
Bylaws  of  that  body.  Before  each  annual  meeting  of 
the  American  Medical  Association  House  of  Dele- 
gates, the  delegates  from  the  North  Carolina  Medical 
Society  shall  designate  one  of  their  number  as  Chair- 
man of  the  delegation  who  shall  select  from  the  list  of 
alternates  such  individuals  to  vote  as  may  be  neces- 
sary, so  that  the  State  will  be  fully  represented.  The 
Executive  Council  shall  have  the  authority  to  fill  any 
vacancy  until  a  successor  is  elected  for  the  unexpired 
term  at  the  next  meeting  of  the  House  of  Delegates. 

g.  Removal 
Any  member  elected  by  the  House  ofDelegates  to  any 
office  or  Board  may  be  removed  by  a  two-thirds  vote 
of  the  House  of  Delegates  after  receiving  the  recom- 
mendation of  the  Executive  Council. 

Section  6.  Other  Duties 

a.  General  Provisions 

The  House  of  Delegates  as  the  policymaking  body  of 
The  Society  shall  give  diligent  attention  to  and  foster 
the  scientific  work  and  spirit  of  The  Society  and  shall 
study  and  strive  to  make  each  annual  meeting  of  pro- 
gressively higher  interest  to  the  membership  at  large. 
It  shall  consider  and  advise  the  public  of  important 
matters  wherein  it  depends  upon  the  medical  profes- 
sion and  shall  use  its  influence  to  secure  and  enforce 
all  proper  medical  and  public  health  legislation. 

b.  It  shall  make  inquiry  into  the  condition  of  the 
medical  profession  in  each  county  in  the  State  and 
have  authority  to  adopt  such  methods  as  may  be 
deemed  efficient  for  increasing  interest  in  each  county 
and  for  organizing  and  issuing  charters  to  component 
societies  as  provided  for  in  Chapter  XI.  It  shall  de- 
lineate Councilor  districts  and  may  organize  district 
societies  as  provided  for  in  Chapter  VII. 

c.  It  shall  encourage  and  foster  continuing  medical 
education. 

d.  It  shall  have  authority  to  raise  funds  by  dues  and 
assessments  on  the  membership,  and  shall  approve  an 
annual  budget. 

e.  Proceedings 

A  summary  of  the  proceedings  of  the  House  of  Dele- 
gates for  the  prior  year  shall  be  printed  following  the 
annual  meeting  and  shall  be  distributed  to  any  member 
of  The  Society  requesting  same. 

Chapter  VI — Officers 

Section  I .  Terms  of  Office 

The  President.  President-Elect.  Vice-Presidents. 
Speaker  and  Vice-Speaker  of  the  House  ofDelegates 
shall  be  elected  for  a  term  of  one  year. 

The  Secretary.  Councilors,  and  Vice-Councilors 
shall  be  elected  for  terms  of  three  years  each.  Each 
year  approximately  one  third  of  the  Councilors  and 
Vice-Councilors  shall  be  elected  for  a  term  of  three 
years. 

All  officers  shall  serve  until  their  successors  are 
elected  and  installed. 


Section  2.  Eligibility  for  Election 

No  person  who  has  not  been  a  member  of  The  Society 
for  the  past  three  years  shall  be  eligible  to  be  elected  to 
any  such  office  or  offices.  Any  nominee  for  the  office 
of  President-Elect  shall  have  been  a  continuous 
member  of  The  Society  in  good  standing  for  the  im- 
mediate past  five  years,  including  the  year  of  his  elec- 
tion, and  shall  have  attended  two  of  the  three  annual 
meetings  immediately  preceding  his  nomination. 

The  Constitutional  Secretary  shall  be  elected  to  not 
more  than  two  consecutive  terms. 

No  Councilor  or  Vice-Councilor  may  be  elected  to 
serve  more  than  two  consecutive  terms  but  a  Vice- 
Councilor  may  be  elected  to  the  office  of  Councilor. 

A  Councilor,  however,  may  not  be  elected  to  the 
office  of  Vice-Councilor  at  the  regular  election  in  the 
calendar  year  in  which  he  may  have  completed  two 
consecutive  terms  of  office  as  Councilor. 

Any  person  known  to  have  solicited  votes  for  any 
office  within  the  gift  of  The  Society  shall  be  ineligible 
for  any  office  for  two  years. 

Section  3.  Duties  of  Officers 

a.  President 

The  President  of  The  Society  shall  be  President  of  the 
Executive  Council;  shall  preside  at  General  Sessions 
of  The  Society;  shall  appoint  all  Committees  not 
otherwise  provided;  and  shall  perform  such  other 
duties  as  custom  and  parliamentary  procedure  may 
require. 

b.  President-Elect 

The  President-Elect  shall  assist  the  President  in  the 
performance  of  his  duties  as  may  be  requested  by  the 
President.  The  President-Elect  shall  be  a  member  of 
the  Executive  Council  and  a  nonvoting  member  of  the 
Committee  on  Nominations.  In  case  the  office  of 
President-Elect  becomes  vacant,  the  Executive 
Council  shall  fill  it  as  provided  for  in  Chapter  VIII, 
Section  5. 

c.  Vice-Presidents 

The  Vice-Presidents  shall  be  members  of  the  Execu- 
tive Council.  They  shall  assist  the  President  as  he  may 
request  and  shall  preside  in  his  stead  during  his  ab- 
sence or  upon  his  request.  Upon  the  death  or  the 
removal  of  the  President,  the  First  Vice-President 
shall  assume  the  office  of  President.  In  case  of  the 
death  or  removal  of  the  First  Vice-President,  the  Sec- 
ond Vice-President  shall  assume  the  office  of  the  First 
Vice-President. 

d.  Secretary 

The  Secretary  shall  be  a  member  of  the  Executive 
Council  and  shall  perform  the  duties  of  Secretary  at 
meetings  of  the  Executive  Council,  House  of  Dele- 
gates, and  General  Sessions,  and  other  duties  as  Sec- 
retary of  the  corporate  society.  In  the  case  of  death  or 
removal  of  the  Secretary,  the  Executive  Council  shall 
appoint  an  Acting  Secretary  to  serve  until  the  next 
meeting  of  the  House  of  Delegates,  at  which  time,  the 
House  shall  elect  an  eligible  member  to  fill  the  unex- 
pired portion  of  the  term  of  Secretary. 


e.  Speaker  of  the  House  of  Delegates 

The  Speaker  of  the  House  of  Delegates  shall  preside 
over  meetings  of  the  House  of  Delegates,  and  shall 
perform  such  other  duties  as  custom  and  parliamen- 
tary procedure  require.  He  shall  be  a  member  of  the 
Executive  Council. 

f.  Vice-Speaker  of  the  House  of  Delegates 

The  Vice-Speaker  of  the  House  of  Delegates  shall 
preside  in  the  Speaker's  absence  or  at  his  request.  He 
shall  be  a  member  of  the  Executive  Council. 

Chapter  VII — Councilor  Districts,  Councilors, 
and  District  Societies 

Section  I.  Councilor  Districts 

The  State  of  North  Carolina  is  divided  by  counties  into 
ten  Councilor  Districts  as  follows: 

First  District  —  Bertie,  Chowan-Perquimans. 
Gates,  Hertford,  and  Pasquotank-Camden-Curri- 
tuck-Dare. 

Second  District  —  Beaufort-Hyde-Martin- 
Washington-Tyrell,  Carteret,  Craven-Pamlico-Jones, 
Lenoir-Greene,  and  Pitt. 

Third  District  —  Bladen,  Columbus,  Duplin,  New 
Hanover-Brunswick-Pender,  Onslow,  and  Sampson. 

Fourth  District  —  Edgecombe-Nash,  Halifax, 
Johnston,  Northampton,  Warren,  Wayne,  and  Wil- 
son. 

Fifth  District  —  Cumberland.  Harnett.  Hoke,  Lee, 
Moore,  Richmond,  Robeson,  and  Scotland. 

Sixth  District  —  Alamance-Caswell,  Chatham, 
Durham-Orange,  Franklin,  Granville,  Person,  Vance, 
and  Wake. 

Seventh  District  —  Anson,  Cabarrus.  Cleveland, 
Gaston,  Lincoln,  Mecklenburg,  Montgomery, 
Rutherford,  Stanly,  and  Union. 

Eighth  District  —  Ashe-Alleghany,  Forsyth- 
Stokes,  Guilford,  Randolph.  Rockingham.  Surry- 
Yadkin,  and  Wilkes. 

Ninth  District  —  Alexander,  Avery,  Burke, 
Caldwell,  Catawba,  Davidson,  Iredell,  McDowell, 
Rowan-Davie,  and  Watauga. 

Tenth  District  —  Buncombe,  Cherokee,  Graham, 
Haywood,  Henderson,  Jackson,  Macon-Clay,  Madi- 
son, Mitchell-Yancey,  Polk,  Swain,  and  Transyl- 
vania. 

Section  2.  Councilors  and  Vice-Councilors 

Each  Councilor  shall  be  organizer,  peacemaker,  and 
censor  of  his  district.  He  shall  make  a  report  to  the 
annual  meeting  of  the  House  of  Delegates,  or  more 
often  if  necessary  to  the  President  or  Executive  Coun- 
cil of  The  Society,  of  his  activities  and  of  the  condition 
of  the  profession  in  each  county  in  his  district.  Upon 
the  absence,  disability,  resignation,  or  death  of  a 
Councilor,  the  Vice-Councilor  shall  serve  as  Coun- 
cilor. Each  Councilor  shall  be  a  member  of  the  Execu- 
tive Council. 

Section  3.  District  Societies 

Upon  recommendation  from  the  Councilor  of  a  Dis- 
trict and  the  Executive  Council,  the  House  of  Dele- 


gates  may  authorize  the  organization  of  a  District 
Medical  Society  to  promote  the  purposes  of  The  Soci- 
ety in  the  District.  Any  member  of  a  component  soci- 
ety in  the  District  is  eligible  to  be  a  member  of  the 
District  Society.  The  Councilor  of  the  District  shall  be 
the  advisor  to  the  District  Society.  The  District  Soci- 
ety may  make  recommendations  to  the  Executive 
Council  through  its  Councilor,  but  has  representation 
in  the  House  of  Delegates  only  through  the  delegates 
of  the  component  societies  in  the  District.  A  District 
Society  may,  however,  recommend  to  the  nominating 
committee  members  for  nomination  for  the  office  of 
Councilor  and  Vice-Councilor  to  that  district  as  pro- 
vided for  in  Chapter  V,  Section  4c. 

Chapter  VIII  —  The  Executive  Council 

Section  I.  The  President,  President-Elect.  Vice- 
Presidents,  Secretary,  the  Immediate  Past-President, 
the  Speaker  and  Vice  Speaker  of  the  House  of  Dele- 
gates, the  ten  Councilors,  (or  Vice-Councilors),  shall 
constitute  the  Executive  Council,  of  which  the  Presi- 
dent of  The  Society  shall  be  President,  and  the  Secre- 
tary shall  be  Secretary.  The  Commissioners,  the 
Chairmen  of  the  Legislative  Committee  and  Constitu- 
tion and  Bylaws  Committee,  the  Editor  of  the  North 
Carolina  Medical  Journal,  the  Secretary  of  the 
Board  of  Medical  Examiners,  the  Director  of  the  Divi- 
sion of  Health  Services,  and  the  delegates  to  the 
Houseof  Delegates  of  the  American  Medical  Associa- 
tion shall  be  ex  officio  nonvoting  members  of  the 
Executive  Council.  The  Executive  Council  shall  meet 
upon  the  call  of  the  President  or  upon  the  call  of  four 
other  members  of  the  Council.  In  the  absence  of  the 
Councilor  at  any  meeting  of  the  Council,  his  Vice- 
Councilor  shall  perform  the  duties  in  his  stead. 

Section  2.  The  Executive  Council  through  its  Presi- 
dent and  Secretary,  or  through  members  of  Commit- 
tees as  authorized  by  it,  shall  represent  The  Society  in 
its  contact  and  cooperation  with  other  organizations 
and  agencies  in  the  State  to  the  end  that  such  organiza- 
tions may  have  the  viewpoint  of  The  Society  and  such 
help  and  assistance  as  The  Society  may  be  able  to 
render. 

Section  3.  The  Executive  Council  shall  have  su- 
preme charge  of  all  questions  of  ethics  and  of  the 
discipline  of  members  and  shall  be  the  Board  of  Cen- 
sors of  The  Society.  As  such,  it  shall  receive,  hear, 
and  decide  finally  for  The  Society  all  appeals  from 
decisions  of  component  societies.  It  shall  have  juris- 
diction over,  and  decide  finally  for  The  Society,  all 
questions  of  ethics,  discipline,  suspension  of  member- 
ship, or  right  to  membership  submitted  to  the  Council 
by  the  Mediation  Committee,  the  House  of  Delegates, 
a  component  society,  the  Committee  on  Constitution 
and  Bylaws,  or  others.  It  shall  have  and  exercise  orig- 
inal jurisdiction  over,  and  decide  finally  for  The  Soci- 
ety, all  controversies  between  component  societies 
and  all  controversies  between  members  of  different 
component  societies.  All  questions  of  an  ethical  na- 
ture brought  before  the  House  of  Delegates  or  the 


General  Session  shall  be  refered  to  the  Executive 
Council  without  debate. 

The  Executive  Council  shall  have  power  to  estab- 
lish and  prescribe  rules  of  procedure  governing  all 
cases  within  its  jurisdiction.  It  shall  interpret  the  Con- 
stitution and  Bylaws  of  The  Society  in  all  cases  of 
misunderstanding  or  dispute.  The  decision  of  the 
Executive  Council  shall  be  tmal  in  all  judicial  matters, 
provided  that  matters  over  which  the  Judicial  Council 
of  the  American  Medical  Association  has  jurisdiction 
may  be  submitted  to  it  for  adjudication,  but  only  as  an 
appeal  from  the  decision  of  the  Executive  Council  of 
The  Society. 

Section  4.  The  Executive  Council  shall  adhere  to 
the  policies  and  decisions  of  the  House  of  Delegates 
and  ad  interim,  shall  have  the  authority  to  act  in  its 
discretion  for  The  Society  and  for  the  House  of  Dele- 
gates on  any  matter  requiring  action  between  the 
meetings  of  the  House  of  Delegates  and  not  otherwise 
provided  for  in  the  Constitution  and  Bylaws.  All  ac- 
tions of  the  Executive  Council  excepting  matters  of 
ethics  and  discipline  shall  be  subject  to  review  by  the 
House  of  Delegates. 

Section  5.  In  case  the  office  of  President-Elect  be- 
comes vacant,  the  Executive  Council  shall  consult 
with  the  Nominating  Committee  and  shall  fill  the  va- 
cancy within  thirty  days. 

Section  6.  Executive  Director.  (Treasurer.  Assis- 
tant Secretary) 

The  Executive  Council  shall  employ  an  Executive 
Director  subject  to  the  approval  of  the  House  of  Dele- 
gates. He  shall  be  the  general  administrative  officer 
and  business  manager  of  The  Society. 

a.  He  shall  maintain  the  Headquarters  Office  of  The 
Society,  and  within  such  budget  and  salary  scales  as 
may  be  approved  by  the  Executive  Council,  he  may 
employ,  supervise,  and  dismiss  such  administrative 
and  clerical  staff  as  he  deems  best  in  order  to  effi- 
ciently conduct  his  office. 

b.  He  shall  serve  as  Assistant  Secretary  of  The 
Society  with  full  power  to  act  as  Secretary  in  the 
absence  of  the  Secretary. 

c.  He  shall  be  responsible  for  the  business  arrange- 
ments for  annual  meetings  and  other  meetings  of 
members. 

d.  Under  direction  of  the  Finance  Committee,  he 
shall  serve  as  Treasurer  of  The  Society.  In  this  capac- 
ity he  shall  be  custodian  of  all  monies,  funds,  se- 
curities, deeds,  and  real  properties  of  The  Society; 
accept  donations  and  demand  and  receive  all  funds 
due  The  Society;  authorize  expenditures  only  in  ac- 
cordance with,  and  within  limits  of,  the  approved 
budget  or  as  specifically  ordered  by  the  Finance 
Committee  and  the  Executive  Council;  invest  funds  as 
directed;  serve  as  business  manager  of  the  North 
Carolina  Medical  Journal;  keep  accurate  records 
of  the  fiscal  affairs  of  The  Society ,  and  annually  render 
an  accounting  of  the  funds  and  other  properties  of  The 
Society  to  the  Executive  Council  and  the  House  of 
Delegates.  He  shall  give  bond  in  an  amount  fixed  by 
the  Executive  Council. 


e.  He  shall  serve  under  direct  jurisdiction  and 
supervision  of  the  President  and  the  Executive  Coun- 
cil and  shall  perform  such  other  duties  as  may  be 
directed  by  them  or  formalized  in  the  Administrative 
Code.  In  all  his  endeavors,  he  shall  be  expected  to 
promote  the  good  will  of  The  Society  and  to  serve  The 
Society  and  the  individual  members  in  the  furtherance 
of  its  purposes  and  usefulness. 

Section  7.  In  addition  to  specific  duties  assigned 
elsewhere  in  the  Constitution  and  Bylaws,  the  Execu- 
tive Council  shall: 

a.  establish  rules  of  procedure  in  an  Administrative 
Code  covering  its  work  and  that  of  the  staff,  the  Sec- 
tions, and  the  Committees  of  The  Society.  Such  rules 
shall  not  be  in  conflict  with  any  provisions  of  the 
Constitution  and  Bylaws. 

b.  provide  for  the  publication  of  the  North 
Carolina  Medical  Journal. 

c.  make  a  report  of  its  activities  and  recommenda- 
tions to  the  Annual  Meeting  of  the  House  of  Dele- 
gates. 

d.  fill  any  vacancy  in  offices  or  other  elected  posi- 
tions by  appointment  until  the  earliest  convenient 
meeting  of  the  House  of  Delegates,  which  then  will  fill 
by  election  the  vacancy  for  the  unexpired  term. 

e.  approve  an  annual  budget  before  presentation  to 
the  House  of  Delegates, 

f.  consult  with  the  Finance  Committee  before  au- 
thorizing any  action  requiring  expenditure  of  funds 
not  provided  for  in  the  current  budget. 

Chapter  IX  —  Committees,  Commissions,  and  Com- 
missioners 

Section  I.  Committees 

in  addition  to  the  Committees  of  the  House  of  Dele- 
gates as  provided  in  Chapter  V.  there  shall  be  standing 
committees  and  such  other  committees  as  deemed 
necessary  by  the  President.  Except  as  otherwise  here- 
in provided,  the  President  shall  for  each  committee 
appoint  annually  not  less  than  three  nor  more  than  ten 
members,  designate  a  chairman,  and  become  an  ex 
officio  member  of  each  committee  he  appoints.  Each 
appointed  member  serves  at  the  pleasure  of  the  Presi- 
dent. The  duties  and  powers  of  the  committees  are  as 
provided  in  the  Bylaw  s  or  in  the  Administrative  Code 
as  approved  by  the  Executive  Council.  Each  commit- 
tee shall  meet  at  least  annually  and  shall  report  its 
actions  and  recommendations  to  the  President  and 
Executive  Council  through  its  Commissioner  or  di- 
rectly as  appropriate. 

Section  2.  Commissions  and  Commissioners 

The  committees  of  The  Society,  except  the  commit- 
tees of  the  House  of  Delegates  and  the  Mediation 
Committee,  shall  be  grouped  by  the  President  into 
Commissions  as  follows: 

ADMINISTRATION  COMMISSION 

ADVISORY  AND  STUDY  COMMISSION 

ANNUAL  CONVENTION  COMMISSION 

PROFESSIONAL  SERVICE  COMMISSION 


PUBLIC  AFFAIRS  COMMISSION 
PUBLIC  SERVICE  COMMISSION 

The  President  shall  each  year  appoint  a  Commissioner 
for  each  Commission.  It  shall  he  his  duty  to  direct  and 
coordinate  the  work  and  activities  of  the  Committees 
assigned  to  his  Commission  and  to  report  to  the  Presi- 
dent and  Executive  Council  on  the  performance  and 
recommendations  of  those  Committees.  He  shall  be 
an  ex  officio  member  of  each  said  Committee,  and  an 
ex  officio  nonvoting  member  of  the  Executive  Coun- 
cil. The  Commissioners  shall  meet  with  the  President 
at  such  times  as  requested  by  the  President  to  assist 
him  with  Committee  appointments,  in  coordinating 
Committee  activities,  and  for  the  purpose  of  making 
recommendations  for  adding  or  reducing  Committees 
assigned  to  a  Commission. 

The  Commissioners  shall  meet  annually  with  the 
Committee  on  Finance  to  assist  in  preparing  a  budget 
for  the  following  fiscal  year. 

Section  3.  Standing  Committees 

The  Standing  Committees  of  The  Society  shall  be  as 
follows: 

a.  Committees  described  in  the  Bylaws 

1 .  Committee  on  Arrangements 

2.  Committee  on  Awards 

3.  Committee  on  Constitution  &  Bylaws 

4.  Committee  on  Credentials 

5.  Committee  on  Finance 

6.  Committee  on  Legislation 

7.  Mediation  Committee 

8.  Council  on  Review  &  Development 

b.  Committees  described  in  the  Administrative 
Code 

1.  Committee  on  Blue  Shield 

2.  Committee  on  Communications 

3.  Committee  Advisory  to  Crippled  Children's 
Program 

4.  Committee  on  Hospital  and  Professional  Rela- 
tions 

5.  Insurance  Industry  Committee 

6.  Committee  on  Maternal  Health 

7.  Committee  on  Medical  Education 

8.  Retirement  Savings  Plan  Committee 

Section  4.  Committee  on  Arrangements 

The  Committee  on  Arrangements  shall  have  charge  of 
arrangements  for  facilities  for  the  holding  of  the  an- 
nual meeting  and  for  planning  programs  for  the  Gen- 
eral Sessions.  It  shall  designate,  with  the  approval  of 
the  President,  a  suitable  time  and  place  at  the  annual 
meeting  for  installation  of  the  incoming  President  and 
other  officers.  It  shall  approve  the  official  program  for 
the  annual  meeting. 

Section  5.  Committee  on  Awards 

A  Committee  on  Awards,  composed  of  nine  members, 
shall  serve  for  a  term  of  three  years  each.  Only  mem- 
bers of  The  Society  shall  be  eligible  to  contend  for  or 
be  considered  for  such  awards  as  may  be  arranged  by 
diverse  sources  and  approved  by  the  Executive  Coun- 


cil  for  presentation  at  annual  sessions.  The  Committee 
shall  consider,  judge,  and  select  the  scientific  exhibits, 
manuscripts,  papers  or  other  presentations  displayed 
or  presented  at  annual  sessions  of  The  Society  for 
which  an  award  should  be  given  for  such  presentation 
by  The  Society  or  by  any  donor  approved  by  the 
Council.  Any  contributors  tendering  an  award  must 
stipulate  the  above  conditions. 

Section  6.  Committee  on  Constitution  and  Bylaws 

A  Committee  on  Constitution  and  Bylaws  consisting 
of  five  members  shall  have  the  duty  of  considering  all 
proposals  to  amend  the  Constitution  or  Bylaws.  Any 
proposal  to  amend  the  Constitution  or  Bylaws  first 
shall  be  referred  to  and  considered  by  the  Committee, 
and  the  Committee's  recommendation  with  reference 
to  such  proposal  shall  be  received  at  the  meeting  of  the 
House  of  Delegates  at  which  the  proposal  is  consid- 
ered. 

Section  7.  Committee  on  Credentials 

A  committee  on  Credentials  of  Delegates  to  the  House 
of  Delegates  shall  consist  of  three  members  who  shall 
consider  and  pass  upon  the  credentials  and  the  right  of 
delegates  to  be  seated  in  the  House  of  Delegates. 

Section  8.  Committee  on  Finance 

The  Committee  on  Finance  shall  consist  of  three 
members.  Its  duty  shall  be  to  advise  The  Society  on  all 
financial  matters.  After  meeting  with  the  Commis- 
sioners, it  shall  annually  prepare  and  submit  to  the 
Executive  Council  and  the  House  of  Delegates  a 
budget  allocating  specific  amounts  for  the  several 
purposes  of  The  Society  including  remuneration  of 
officers  and  Staff.  It  shall  study  and  make  recommen- 
dations to  the  House  of  Delegates  for  any  change  in 
dues  or  assessments,  and  shall  advise  the  Executive 
Director  and  the  Executive  Council  on  any  proposed 
expenditure  not  provided  for  in  the  budget.  It  shall 
authorize  an  annual  audit  of  the  receipts  and  dis- 
bursements of  The  Society  and  shall  embody  the  audit 
in  an  annual  report  to  the  House  of  Delegates.  It  shall 
have  supervision  of  all  assets  and  real  properties  of 
The  Society  and  shall  advise  and  direct  the  Executive 
Director  in  his  management  of  them. 

Section  9.  Committee  on  Legislation 

The  Committee  on  Legislation  shall  consist  of  an 
executive  committee  of  three  members  and  such  addi- 
tional members  of  the  full  committee  as  may  be  ap- 
propriate for  its  efficient  functions.  This  Committee, 
under  the  direction  of  the  House  of  Delegates  or  the 
Executive  Council,  shall  represent  The  Society  and 
express  its  viewpoint  in  legislative  matters  concerning 
public  health  and  the  science  of  medicine. 

Section  10.  Mediation  Committee 

A  Mediation  Committee  shall  consist  of  the  five  most 
recent  available  Past-Presidents  of  The  Society.  Addi- 
tional members,  as  the  Executive  Council  may  deter- 
mine advisable,  may  be  appointed  by  the  President. 


The  oldest  member  in  point  of  service  as  President 
shall  serve  as  Chairman  of  the  Committee.  A  Vice- 
Chairman  and  a  Secretary  shall  be  elected  from  its 
members.  The  Committee  shall  hold  meetings  as  often 
as  necessary,  and  at  a  place  most  convenient  for  the 
members. 

a.  Members  shall  be  reimbursed  by  The  Society  for 
travel  and  living  expenses  incurred  in  fulfilling  their 
duties. 

b.  The  Mediation  Committee  shall  supervise  the 
ethical  deportment  of  the  membership  of  The  Society; 
make  recommendations  for  the  improvement  of  pro- 
fessional conduct;  receive  and  investigate  complaints 
against  any  physician  when  they  have  been  preferred 
in  writing  and  signed  by  any  person,  lay  or  profes- 
sional; and  investigate  on  its  own  motion  any  matter 
involving  the  conduct  or  deportment  of  a  member  of 
The  Society.  It  at  any  time  may  advise  any  member  of 
The  Society  on  any  matter  pertaining  to  professional 
conduct. 

c.  The  current  edition  of  the  Principles  of  Medical 
Ethics  of  the  American  Medical  Association  shall  be 
the  standard  by  which  all  professional  conduct  is 
judged. 

d.  The  Committee  may  receive  evidence:  pass 
judgment  on  it;  and,  if  possible,  endeavor  to  settle  all 
complaints  amicably.  It  shall  not  assume  authority  to 
discipline  any  physician,  but  may  file  charges  with  the 
Executive  Council  against  any  physician  deemed 
guilty  of  unethical  conduct. 

e.  The  Secretary  of  the  Committee  shall  acknowl- 
edge the  receipt  of  each  complaint  in  writing,  and  shall 
inform  the  accused  in  sufficient  detail  to  enable  him  to 
prepare  an  answer. 

f.  The  Committee  shall  have  the  authority  to  sum- 
mon any  member  of  The  Society  to  appear  before  it. 
either  to  answer  complaints  or  as  witness  in  cases 
involving  other  members.  Any  member  failing  to  re- 
spond to  such  a  summons  may  be  cited  before  the 
Executive  Council  for  unprofessional  conduct. 

g.  The  Committee  shall  keep  all  complaints  in  pro- 
fessional confidence,  and  when  a  complaint  is  being 
considered,  no  person  other  than  committee  members 
and  the  witness  then  being  heard  shall  be  admitted  to 
any  part  of  the  proceedings,  except  upon  the  affirma- 
tive vote  of  the  committee  members  present. 

h.  No  member  of  the  Mediation  Committee  may 
participate  in  the  deliberation  of  questions  concerning 
the  conduct  of  a  physician  living  in  the  jurisdiction  of 
that  member's  component  society. 

i.  When,  after  investigation  and  attempts  to  effect 
amicable  settlement,  the  Committee  is  unable  to  rec- 
oncile differences  over  fees  charged  by  a  member  of 
The  Society,  the  Committee  by  a  majority  vote  shall 
determine  the  fee  which  it  deems  reasonable.  Failure 
of  a  Society  member  to  agree  to  and  abide  by  the  fee 
determined  by  the  Committee  shall  constitute  unpro- 
fessional conduct  and  grounds  for  preferring  charges 
to  the  Executive  Council. 

j.  Following  the  completion  of  an  investigation,  and 
as  soon  as  possible  after  the  final  decision  of  the 


10 


Committee,  the  original  complainant  and  the  accused 
physician  shall  be  furnished  with  a  written  statement 
that  the  Committee  ( 1 )  considers  the  case  closed  or  (2) 
has  decided  to  file  charges  with  the  Executive  Coun- 
cil. 

k.  Charges  against  a  member  of  The  Society  shall  be 
reduced  to  writing  over  the  signatures  of  all  members 
of  the  Committee  who  took  part  in  the  proceedings, 
and  shall  be  tiled  with  the  Executive  Council. 

1.  The  Committee  shall  make  an  annual  report  to  the 
House  of  Delegates.  This  report  shall  summarize  the 
activities  and  recommendations  of  the  Committee,  but 
shall  be  so  phrased  as  to  conceal  the  identity  of  any 
Society  member  who  has  been  investigated  or  ap- 
peared before  the  Committee.  Confidential  records  of 
the  proceedings  of  the  Committee  shall  be  kept  by  the 
Committee  for  at  least  five  years. 

m.  The  Committee  shall  have  power  to  formulate 
other  rules  to  govern  matters  within  its  jurisdiction. 
After  approval  by  the  Executive  Council,  such  rules 
shall  be  incorporated  in  the  Administrative  Code  for 
the  information  of  the  membership.  All  statements  or 
actions  of  members  of  the  Mediation  Committee  in 
performance  of  their  duties  and  all  statements  made  to 
or  testimony  given  by  any  person  who  has  been  in- 
vited to  appear  before  the  Mediation  Committee  of 
The  Society  shall  be  considered  privileged  communi- 
cations and  shall  not  render  such  persons  or  witnesses 
liable  to  any  member  or  former  member  of  The  Soci- 
ety. 

Section  II.  Council  on  Review  and  Development 

A  Council  on  Review  and  Development  consisting  of 
the  ten  immediate  living  Past-Presidents,  with  the  re- 
tiring Past-President  acting  as  Chairman  and  the  living 
Past-President  with  presidential  tenure  immediately 
preceding  him  acting  as  Vice-Chairman,  and  ex  officio 
voting  members:  the  incumbent  President,  Presi- 
dent-Elect,  the  Past-President  and  the  Constitutional 
Secretary,  and  an  ex  officio  nonvoting  member,  the 
Executive  Director,  shall  periodically  review  func- 
tions and  activities  of  all  committees  for  the  purpose  of 
recommending  continuation,  discontinuation,  or 
other  disposition  of  each  committee.  The  Council  may 
on  its  own  motion,  or  upon  the  request  of  the  Execu- 
tive Council,  review  and  make  recommendations  to 
the  Executive  Council  on  any  other  phase  of  organiza- 
tion or  activity  of  The  Society. 

Chapter  X.  Dues  and  Assessments 

Section  I .  The  annual  dues  of  The  Society  shall  be 
an  assessment  levied  in  an  amount  approved  by  the 
House  of  Delegates  upon  the  dues  paying  member- 
ship, provided,  however  that  the  Executive  Council 
may  in  its  discretion  on  or  before  October  15  of  the 
current  year  lower  the  same  for  the  next  succeeding 
year.  The  dues  of  Resident  Training  Members  and  the 
dues  of  Student  Members  shall  be  as  fixed  by  the 
Executive  Council.  The  fiscal  year  of  The  Society 
shall  be  the  calendar  year.  The  annual  dues  of  The 
Society  shall  be  collected  from  individual  members  by 


the  Executive  Director  on  or  before  the  first  day  of 
March  of  said  year.  At  the  request  of  any  component 
society,  the  dues  of  such  component  society  may  be 
collected  directly  from  individual  members  by  the 
Executive  Director  of  The  Society  and  such  dues  re- 
mitted to  that  component  society.  Any  new  member, 
other  than  by  transfer  from  another  State  Association, 
who  joins  The  Society  after  June  will  pay  one  half  dues 
levied  for  that  year.  The  Executive  Council  may 
exempt  any  member  from  the  payment  of  partial  or 
total  dues  and  assessments  who  in  its  opinion  should 
be  relieved  of  such  payment  by  reason  of  his  personal 
circumstances. 

Section  2.  When  a  component  society  is  suspended 
or  not  functioning,  any  member  in  such  county  in  good 
standing  may  send  his  yearly  dues  directly  to  the 
Executive  Director  of  The  Society  without  meeting 
the  prerequisite  of  component  society  membership, 
and  by  so  doing  may  keep  himself  in  good  standing. 

Chapter  XI  —  Component  (County  and  Hyphenated) 
Societies 

Section  I .  All  county  medical  societies  affiliated  in 
anyway  with  The  Society  shall  adopt  principles  of 
organization  not  in  conflict  with  the  Constitution  and 
Bylaws  of  The  Society.  Societies  so  organized  may 
apply  to  the  House  of  Delegates  for  a  charter  from  The 
Society.  When  chartered,  they  shall  be  known  as 
component  medical  societies,  and  shall  have  rep- 
resentation in  the  House  of  Delegates  as  provided  in 
Chapter  V,  Section  I. 

Section  2.  Hyphenated  Societies 

The  House  of  Delegates  may  organize  the  physicians 
of  two  or  more  counties  into  a  component  society  to  be 
designated  by  hyphenating  the  names  of  the  two  or 
more  counties.  Such  hyphenated  societies  shall  be 
chartered  and  entitled  to  all  the  privileges  and  rep- 
resentation as  provided  for  other  component 
societies.  Hyphenated  societies  shall,  however,  ap- 
portion delegates  from  each  county  in  proportion  to 
the  number  of  members  residing  therein,  but  shall 
designate  among  its  total  representation  at  least  one 
delegate  from  each  county. 

Upon  written  petition  from  two-thirds  of  the  physi- 
cians in  one  of  the  counties  for  permission  to  withdraw 
from  the  hyphenated  society  and  organize  their  own 
society,  the  Executive  Council  shall  consider  the  best 
interests  of  all  parties  and  shall  refer  the  petition  with 
recommendations  for  action  to  the  House  of  Dele- 
gates. 

Section  3.  A  charter  may  be  issued  only  upon  ap- 
proval of  the  House  of  Delegates.  It  must  be  signed  by 
the  President  and  Secretary  of  The  Society.  A  copy  of 
the  Constitution  and  Bylaws  of  each  component  soci- 
ety shall  be  filed  with  The  Society. 

Section  4.  The  House  of  Delegates  may  revoke  the 
Charter  of  any  component  county  society  the  actions 
of  which  are  in  conflict  with  the  letter  or  spirit  of  the 
Constitution  and  Bylaws.  Such  action  must  be  taken 
by  specific  resolution  citing  the  cause  for  the  revoca- 
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tion.  The  passage  of  such  a  resolution  requires  a  two- 
thirds  majority  roll-call  \ote  of  the  House  of  Dele- 
gates. If  revoked,  it  shall  be  the  duty  of  the  Executive 
Director  to  call  in  the  said  Charter.  Until  such  time 
when  another  society  may  be  organized  in  the  county 
or  the  said  county  society  is  reorganized  and  approved 
by  the  House  of  Delegates,  the  members  of  the  said 
society  heretofore  existing  shall  cease  to  be  members 
of  a  component  medical  society  and  shall  cease  to  be 
members  of  The  Society,  except  that  members  of  the 
said  county  who  will  agree  to  uphold  the  Constitution 
and  Bylaws  of  The  Society  shall  automatically  con- 
tinue as  members  of  The  Society,  as  long  as  they 
remain  in  good  standing  by  payment  of  annual  dues  to 
the  Treasurer. 

Section  5.  Only  one  component  society  shall  be 
chartered  in  any  county.  Where  more  than  one  county 
society  exists,  friendly  overtures  and  concessions 
shall  be  made,  if  necessary,  with  the  aid  of  the  Coun- 
cilor for  the  district,  to  bring  all  of  the  members  into 
one  organization.  In  case  of  failure  to  unite,  an  appeal 
may  be  made  to  the  Council,  which  shall  make  a 
recommendation  to  the  House  of  Delegates  w  hat  ac- 
tion shall  be  taken  by  the  House. 

Section  6.  Any  component  society  wishing  to  trans- 
fer from  one  district  to  another  ma\  secure  and  for- 
ward to  the  Executive  Council  a  petition  signed  by 
two-thirds  of  its  members.  The  Council  w  ill  append  its 
recommendation  for  approval  or  disapproval  to  the 
petition  and  forward  it  to  the  House  of  Delegates  for 
action. 

Section  7.  Each  component  society  shall  be  the 
judge  of  the  qualifications  of  its  members,  but.  as  such 
societies  are  the  portals  to  The  Society  and  to  the 
American  Medical  Association,  only  reputable  physi- 
cians who  are  licensed  by  and  registered  with  the 
Board  of  Medical  Examiners  of  the  State  of  North 
Carolina  and  who  are  practicing  or  who  v\ ill  agree  to 
practice  nonsectarian  medicine,  shall  be  admitted  as 
active  members  of  the  component  society. 

Section  8.  Each  component  society  shall  establish  a 
Board  of  Censors  or  similar  committee  within  the 
component  society  for  the  purpose  of  supervising  the 
ethical  deportment  of  its  membership,  making 
periodic  recommendations  for  the  improvement  of 
professional  conduct,  and  receiving  and  investigating 
signed  complaints  written  against  any  physician  by 
any  person,  lay  or  professional,  or  which  may  be 
referred  to  it  by  the  Mediation  Committee  of  The 
Society.  The  Committee  should  conduct  in\estiga- 
tions  upon  its  own  motion  on  any  matter  which  in- 
volves the  deportment  or  conduct  of  any  of  the  mem- 
bers of  its  society  and  w  hich  comes  to  its  attention  in 
any  form. 

Section  9.  Any  physician  aggrieved  by  the  action  of 
his  component  society  in  refusing  him  membership,  or 
in  suspending  or  expelling  him.  shall  have  the  right  of 
appeal  to  the  Councilor  of  his  district  and  to  the 
Executive  Council  as  provided  in  Chapter  I.  Sections 
If  and  3c. 

Section  10.  When  a  member  in  good  standing  in  a 


component  society  moves  to  another  county  in  the 
State,  his  name,  upon  request,  shall  be  transferred 
without  cost  to  the  roster  of  the  component  society 
into  whose  jurisdiction  he  moves,  provided  that  that 
society  admits  him  as  an  active  member. 

Section  1 1 .  A  physician  living  on  or  near  a  county 
line  may  hold  his  membership  in  the  component  soci- 
ety most  convenient  for  him  to  attend  upon  permission 
of  the  two  component  societies  involved.  Where  addi- 
tional membership  is  required  for  hospital-staff 
privileges,  with  the  consent  of  the  component 
societies,  a  member  of  one  component  society  may 
also  be  admitted  to  membership  in  another  component 
society  without  paying  or  being  included  for  payment 
of  additional  dues  to  The  Society. 

Section  12.  Each  component  society  shall  have  gen- 
eral direction  of  the  affairs  of  the  profession  in  that 
area.  Its  influence  shall  be  exerted  constantly  for  bet- 
tering the  scientific  and  moral  condition  of  every 
physician  in  that  county;  and  efforts  shall  be  made  by 
each  member,  and  by  the  society  as  a  whole,  to  elevate 
the  profession  of  medicine  in  that  county. 

Section  13.  Frequent  meetings  shall  be  encouraged, 
and  the  most  attractive  programs  possible  shall  be 
arranged.  The  members  shall  be  encouraged  to  do 
postgraduate  and  original  research  work  and  to  give 
the  society  the  first  benefit  of  such  labors. 

Section  14.  Each  component  society  shall  hold  its 
annual  meeting  at  a  regular  meeting  on  or  before  De- 
cember 1  of  each  year  at  which  time  the  officers  for  the 
ensuing  year  and  a  delegate,  or  delegates,  and  alter- 
nate, or  alternates,  to  the  House  of  Delegates  of  The 
Society  shall  be  elected,  reports  of  officers  heard,  and 
such  other  business  transacted  as  properly  may  come 
before  an  annual  meeting.  Component  societies  must 
install  these  officers  not  later  than  May  1 .  succeeding 
the  date  of  their  election. 

Section  15.  The  secretar\  of  each  component  medi- 
cal society  shall,  within  one  week  follow  ing the  annual 
meeting,  transmit  to  the  Executive  Director  of  The 
Society  a  roster  of  the  officers  and  delegates,  and  if 
possible,  a  roster  of  members.  In  any  event,  such 
roster  of  members  shall  be  mailed  to  the  Executive 
Director  on  or  before  March  1.  Any  society  failing  to 
make  the  report  as  specified  above,  shall  be  sus- 
pended automatically  v\  ith  all  its  members,  and  cannot 
be  reinstated  until  all  the  reports  required  above  are  in 
the  hands  of  the  Executi\e  Director  of  The  Society. 
.'\ny  member  who  is  not  reported  thus  and  whose 
annual  dues  are  not  paid  to  The  Society  by  March  1 
shall  be  considered  suspended  from  membership  in 
The  Society.  Such  a  suspended  member  can  be 
reinstated  v\hen  all  of  his  dues  have  been  paid  to  The 
Society.  The  secretary  of  each  component  society 
shall  forward  to  the  Executive  Director  on  or  before 
March  1  of  each  year  such  other  information  and  re- 
ports as  required  by  the  Administrative  Code. 

Chapter  XII  —  Rules  of  Order 

The  current  edition  of  Sturi^is.  Standard  Code  of 
Parliamentary  Procedure  shall  go\em  this  organiza- 
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10-day  Bactrim  therapy 
outperforms  10-day 
ampicillin  therapy 


In  a  multicenter,  double-blind  study  of  patients  with 
chronic  or  frequently  recurrent  urinary  tract  infection, 
Bactrim  10-day  therapy  outperformed  ampicillin 
10-day  therapy  by  27.2%,  when  comparing  patients 
who  maintained  clear  cultures  for  eight  weeks. 
Criterion  for  "clear  culture"  was  1000  or  fewer  organ- 
isms/ml of  urine. 

While  adverse  reactions  noted  in  this  study  were 
mild  (e.g.,  vomiting,  nausea,  rash),  more  serious  reac- 
tions can  occur  with  these  drugs.  See  manufacturer's 
product  information  for  complete  listing.  Maintain 
adequate  fluid  intake;  perform  frequent  CBC's  and 
urinalyses  with  microscopic  examination. 

Note:  Bactrim  tablets  were  used  in  thiese  clinical  trials  Bioequiv- 
alency  studies  show  one  Bactrim  DS  double  strength!  tablet  is 
equivalent  to  two  Bactrim  tablets. 


Bactrim  DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

Double  Strength  tablets 
Just  1  tablet  B.LD. 

Bactrim 

(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 

2  tablets  BLD 


For  chronic  or  frequently  recurrent  cystitis 

and  pyelonephritis  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  evidenced  by  persistent 
bacteriuria  (symptomatic  or  asymptomatic),  frequently  recurrent  infec- 
tions (relapse  or  reinfection),  or  infections  associated  with  urinary 
tract  complications,  such  as  obstruction.  Primarily  for  cystitis,  pyelo- 
neptiritis  or  pyelitis  due  to  susceptible  strains  of  £.  coW,  Klebsiella- 
Enterobacter,  Proteus  mirabilis,  Proteus  vulgaris  and  Proteus 
morganii. 

WO 7£;Ttie  increasing  frequency  of  resistant  organisms  limits  the  use- 
fulness of  antibacterials,  especially  in  ttiese  urinary  tract  infections. 
The  recommended  quantitative  disc  susceptibility  method  {Federal 
Register.  37:20527-20529,  1972)  may  be  used  to  estimate  bacterial 
susceptibility  to  Bactrim.  A  laboratory  report  of  "Susceptible  to  tri- 
methoprim-sulfamethoxazole" indicates  an  infection  likely  to  respond 
to  Bactrim  therapy.  If  infection  is  confined  to  the  urine,  "Intermedi- 
ate susceptibility"  also  indicates  a  likely  response.  "Resistant"  indi- 
cates that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides; 
pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
with  sulfonamides.  Experience  with  trimethoprim  is  much  more 
limited  but  occasional  interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy 
should  be  discontinued  if  a  significantly  reduced  count  of  any  formed 
blood  element  is  noted.  Data  are  insufficient  to  recommend  use  in  in- 
fants and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic 
function,  possible  folate  deficiency,  severe  allergy  or  bronchial 
asthma.  In  patients  with  glucose-6-phosphate  dehydrogenase  defi- 
ciency, hemolysis,  frequently  dose-related,  may  occur.  During  ther- 
apy, maintain  adequate  fluid  intake  and  periorm  frequent  urinalyses, 
witti  careful  microscopic  examination,  and  renal  function  tests,  par- 
ticularly where  there  is  impaired  renal  function. 
Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimeth- 
oprim are  included,  even  if  not  reported  with  Bactrim.  Blood  dys- 
crasias: Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia, 
thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia.  Allergic  reactions:  Erythema 


multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfolia- 
tive dermatitis,  anaphylactoid  reactions,  periorbital  edema,  con- 
junctival and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomati- 
tis, nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia, apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel- 
laneous reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria 
and  anuria,  periarteritis  nodosa  and  L.  E.  phenomenon.  Due  to  cer- 
tain chemical  similarities  to  some  goitrogens,  diuretics  (acetazola- 
mide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglyce- 
mia in  patients;  cross-sensitivity  with  these  agents  may  exist.  In 
rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid 
malignancies. 

Dosage:  Not  recommended  for  children  under  12.  Usual  adult  dos- 
age: 1  DS  tablet  (double  strength),  2  tablets  (single  strength)  or 
4  teasp.  (20  ml)  b.i.d.  for  10-14  days. 

For  patients  with  renal  impairment: 


Creatinine 
Clearance  (ml/min) 

Recommended 
Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

1  DS  tablet  (double  strength), 

2  tablets  (single  strength) 

or  4  teasp.  (20  ml)  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  tri- 
methoprim and  800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose® 
packages  of  100.  Tablets,  each  containing  80  mg  trimethoprim  and 
400  mg  sulfamethoxazole  — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  40,  available  singly  and  in 
trays  of  10. 

Oral  suspension,  containing  in  each  teaspoonful  (5  ml)  the  equiva- 
lent of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole;  fruit- 
licorice  flavored  —  bottles  of  16  oz  (1  pint). 

Roche  Laboratories 
ROCHE  y  Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  071 10 


In  a  multicenter  study^  of  patients  with  chronic  or  frequently  recurrent  urinary  tract  infections 


Bactrim  was  27.2%  more 
effective  than  ampicillin  in 

keeping  patients 
infection-free  for  8  weeks! 


r~  r^ T-j-" T  T/ 


90    ^100^   -  .,.      -  -„        f       -,^ 

Bactrim-70.5%  of  78  patients  infection-free  at  8  wedks A  ^'  '  -  -^  ^"^ 


:nces 

MAR    23    197T 


100% 


ampicil  lin-55.4%  of  74  patients  infection-free  at  8  weeks. 

'This  percentage  is  arrived  at  by  the  statistical  method  of  dividing  the  difference  between 
Bactrim  and  ampicillin  results  (15,1  %)  by  thepercent  of  ampicillin  results  (55,4%). 

tData  on  file,  Hoffmann-La  Roche  Inc,  Nulley,  New  Jersey  071 10 

BaCtrini"DS  DouUe  strength  tablets 

Just  1  tablet  B.I.D. 


{1 60  mg  trimethoprim  and  800  mg  sulfamettioxazole) 


Please  see  summary  of  product  information  on  preceding  page.  /  RQCHE 


Note:  Bactrim  tablets  were  used  in  these  clinical  trials. 
Bioequivalency  studies  show/  one  Bactrim  DS  double  strength 
tablet  is  equivalent  to  two  Bactrim  tablets. 
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From  Lilly/Dista  Research 

NALFON 

fenoptvfen  cabkmu  samck 


300-mgr  Pulvules"^       ^  ^ 
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Dista  Products  Company 

Division  of  Ell  Lilly  and  Company 
Indianapolis,  Indiana  46206 


APR    19    1977 


Additional  information  available  to  the  profession 
on  request.  , 

•Present  as  345.9  mg,  of  the  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 
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May  5-8 — Pinehurst 


1977  Committee  Conclave 
Sept.  21-25— Southern  Pines 


1978  Leadership  Conference 
January  27-28 


A  character 

^   ii^  all  its  own 

•:        j^  Valium  (diazepam)  is  a 

"     mm  benzodiazepine  with  a 

character  all  its  own. 
Pharmacologically,  it  has  been  described 
as  more  potent  mg-per-mg  than  other 
available  anxiolytic  benzodiazepines. 
Pharmacokinetically,  only  Valium  pro- 
vides active  diazepam  as  well  as  the 
active  metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far  more 
significant.  That's  because  of  the  patient 
response  obtained  with  Valium.  A  re- 
sponse which  brings  a  calmer  frame  of 
mind.  A  response  which  has  a  pro- 
nounced effect  on  the  somatic  symp- 
toms of  anxiety,  particularly  muscular 
tension.  A  response  which  helps  the  pa- 
tient feel  more  like  himself  again  be- 
cause of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety  and 
psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a  problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simultane- 
ous ingestion  of  alcohol. 

Unquestionably,  many  psychother- 
apeutic agents,  including  other  benzo- 
diazepines, have  antianxiety  effects. 
But  one  fact  remains:  you  get  a  certain 
kind  of  patient  response  with  Valium. 
It's  a  response  you  want.  A  response 
you  know.  A  response  you  trust  as  part 
of  your  overall  management  of  anxiety 
and  psychic  tension. 

Valium* 

(diazepam) 

2-mg,  5-mg,  lOmg  scored  tablets 

a  prudent  choice  in  psychic 

tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a  summary  of  which  follows: 
Indications:  Tension  and  anxiety  states,  somatic 
complaints  wtiicti  are  concomitants  of  emotional  fac- 
tors, psyctioneurotic  states  manifested  by  tension, 
anxiety  apprehension,  fatigue,  depressive  symptoms 
or  agitation,  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  fiallucinosis  due  to 
acute  alcohol  withdrawal,  ad|unctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor  neuron  dis- 
orders, athetosis;  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy) 

Contraindicated:  Known  hypersensitivity  to  the 
drug  Children  under  6  months  of  age  Acute  narrow 
angle  glaucoma,  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate 
therapy 

Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication,  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity 
of  seizures  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and  al- 
cohol) have  occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating)  Keep 
addiction-prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to  habituation 
and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  al- 
most always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy:  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  It  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully  phar- 
macology of  agents  employed,  drugs  such  as 
phenothiazines,  narcotics,  barbiturates,  IvIAO  in- 
hibitors and  other  antidepressants  may  potentiate  its 
action  Usual  precautions  indicated  in  patients  se- 
verely depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated 
to  preclude  ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor  vertigo,  urinary  re- 
tention, blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety  hallucinations,  in- 
creased muscle  spasticity  insomnia,  rage,  sleep  dis- 
turbances, stimulation  have  been  reported,  should 
these  occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 
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Roche  Laboratories 
vision  of  Hoffmann-La  Roche  Inc 
tley  New  Jersey  07110 


DON'T  LET  INDECISION 
COST  YOU  MONEY 


At  present  Medical  Liability  Mutual  Insurance  Company  of  North  Carolina  offers 
you  the  opportunity  to  switch  from  other  Claims  Made  coverage  to  MLM  without  the 
need  for  a  buy-out  or  reporting  endorsement.  This  means  you  can  insure  with  your 
physician-owned  company  without  paying  any  additional  premiums. 

THIS  OFFER  WILL  TERMINATE  ON  APRIL  L 

IV  iO,  for  all  policies  having  retroactive  dates  beyond  one  year.  \  du  know  you 
intend  to  insure  with  the  one  company  that  always  puts  your  interest  first  and  toremost. 
You  intend  to  share  in  the  benefits  that  only  your  own  physician-owned  company  can 
offer  you  in  the  future. 

For  the  full  story  on  what  MLM  offers  you  and  tor  detailed  financial  information  on 
your  Company,  call  or  write  us  today.  Why  not  join  with  over  50%  of  your  fellow 
practicing  M.D.'s  in  North  Carolina. 


INSURE  NOW  WITH  MLM— 
DON'T  LET  INDECISION  COST  YOU  MONEY 


For  Information  and  details,  call  or  write: 

MEDICAL  LIABILITY  MUTUAL  INSURANCE  COMPANY 

OF  NORTH  CAROLINA 

222  N.  Person  Street  P.O.  Box  27285 

Raleigh,  North  Carolina  27611  Phone:  919  828-9334 
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Health  ca're  doesn't     °„~.«s'''^, 
need  more  red  tape 
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THERE  ARE  A 

LOTOPPEOPLE 
GETTING  BETWEEN 

YOUANDYOUR 

P^IENT 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

DrU^  substitution  in  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a  dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a  product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a  background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent,  since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
"follow-on"  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a  risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a  Federal  regulation  designed  to  cut  the  Government's 
drug  bill  by  setting  price  ceilings  tor  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a  particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag    The  future  of  drug  and  device  re- 
search depends  upon  a  scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $  1  billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a  major  barrier  to  the  flow  of  new 
drugs  to  your  patients :  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That's  why  the  increased  efiicicncy  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a  difference  in  your  practice  tomorrow. 


P-M-A 


Pharmaceutical  Manufacturers  Association 

1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 
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"AIR.. .A  BASIC  NEED  FOR  LIFE  SUPPORT" 


mmmm 


(dyphylline,  400-mg  tablets) 


A  basic  need  for  the  bronchospastic  patient  because... 

■  A  single-entity  tlieophylline  derivative 

■  Therapeutically  effective 

■  High  solubility  foci^redictable  absorptiorn*^ 

^    ^  Doses  required  tc> achieve  tferapeutie 
levels  are  readily4^ra|6d^ith't^  "^1^^ 
^little  to  no  gastric  distress. 


^^nfi: 
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mrrLLIM*  (dyphylline) 
'mam'-AOO  (dyphylline)  Tablets 
ng  is  a  Brief  Sutnmanr: 

ioilS:  For  relief  of  acute  bronctiiai  astnma  ana  lor.r 

bronchospasmassociated  with  chronic  bron<i|ts  and  emph5Serri„. 

Contraindications:  In  individuals  who  have  sho<(n  hypersensitivity^'- 

any  of  its  components.  ■  |i(j^(gi#''  '  ,„ ,  ..».■; 

Dyphylline  should  not  be  ad 

preparations. 

Precautions:  Use  with  caution  in  patients  with  s^ere'cardiadth^m;  • 
hypertension,  hyperthyroidism,  or  acute  myocardial  injury.  PrfSHItSr 
caution  in  dose  administration  must  be  exercised  in  patients  with  pep- 
tic ulcers,  since  the  condition  may  be  exacerbated.  Chronic  oral 
administration  in  high  doses  (500  to  1,000  mgj  is  usually  associated 
with  gastrointestinal  irritation.  » 

Great  caution  should  be  used  in  giving  dyphylline  to  patients  in  conges- 
tive heart  failure.  Such  patients  have  shown  markedly  prolonged  blood 
level  curves  which  have  persisted  for  long  periods  following  discontin- 
uation of  the dlrug. 
.^ n-..^:—^  --'-'""-""dedu^^  listing  which  follows  are  »• 


thine  dm 
dyphyll 
The  m 
1.  Gastroii 
generally. 


ave  been  reported  with  thi*     » 
similarities  amon^  th^j^a^ 
reactions  be  considered  whenji* 


...ig,  and  epigastric  pauu|», 
ritstemesis.  diarrhea.  ^^ 


^j^Jrai    nervous  system  stimulation:  irritability,   restlessness, 
f^^nnia,  reflex  tiyperexcitability,  muscle  twitching,  clonic  and 
sWrnc  generalized  convulsions,  agitation. 


f:\MUVtyiHimiMtKl\t\lk\iWiwmt?tSffPiSrt7iiK^TnS^^ 


larked  hypotension,  and  circulatory  failure. 
J.    4.  Respiratory:  tachypnea,  respiratory  arrest. 

5.  Renal:  albuminuria,  increased  excretion  qi  .renal  tubule  and  red 
blood  cells.  '     '    '*'^    ■ 

6.  Oth|H|llSlever,  defloration. 
"I*  Dosaf  r|fpi  Admini^at^R:  Adults— Usual  Dose— 15  mg.'kg  evei^  6. 

. hours,, gjj  to  four  timfc  aday.  The  dosage  should  be  individualized  by 
titration  to  the  condition  and  response  of  the  patient,  with  therapeutic 
blood  levels  considered  to'be  between  10  mcg/ml  and  20  mcg/ml.  Levels 
above  20  mcg/ml  may  produce  toxic  effects. 
How  Supplied:  ,  ^.,  >; 
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;)  law  prot; 


Mallinckrodt 


.  Pharmaceuticals 


^^-^ 


North  Carolina  Medical  Society 
Major  Hospital  and  Nurse  Expense  Insurance 


$25,000  Major  Hospital  and  Nurses  Expense  Policy- 
75  percent  —  25  percent  Co-Insurance 


PLAN  A 

$100  DEDUCTIBLE 

Member's  Age 

Member 

Member  and  Spouse 

Member,  Spouse  & 
All  Children 

Under  40 
40-49 
50-59 
60-64* 

$  82.50 
125.00 
182.50 
286.50 

$206.00 
302.50 
417.00 
640.00 

$288.00 
384.50 
499.00 
722.00 

PLAN  B 

$300  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 

$  50.00 

76.00 

118.50 

180.00 

$114.00 
176.00 
254.00 
402.00 

$150.00 
212.00 
290.00 
438.00 

PLAN  C 

$500  DEDUCTIBLE 

Under  40 
40-49 
50-59 

60-64* 
65-69** 

$  31.50 

51.50 

82.50 

138.50 

58.00 

$  69.00 
118.50 
182.50 
308.00 
170.00 

$  91.50 
141.00 
205.00 
330.50 
192.50 

PLAN  D 

$1,000  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 
65-69** 

$  23.50 

38.50 

62.00 

104.00 

43.00 

$  51.50 

89.00 

137.00 

231.00 

127.00 

$  68.50 
106.00 
154.00 
248.00 
144.00 

*  Shown  for  renewal  only.  Enrollment  limited  to  members  under  age  60. 

''Integrates  with  Medicare  at  age  6S. 

Premiums  apply  at  current  age  on  entry  and  attained  age  on  renewal.  Semi-annual  premiums  are  one-half  the  annual  plus  50  cents. 


Term  Life  Insurance  Program 


Member's 

Spouse's 

Age 

$10,000 

$20,000 

$30,000 

$40,000 

$50,000 

Age 

$5,000 

Under  30 

$27 

$  54 

$  81 

$    108 

$   135 

Under  30 

$  11 

30-34 

29 

58 

87 

116 

145 

30-34 

12 

35-39 

38 

76 

114 

152 

190 

35-39 

15 

40-44 

56 

112 

168 

224 

280 

40-44 

22 

45-49 

84 

168 

252 

336 

420 

45-49 

34 

50-54 

131 

262 

393 

524 

655 

50-54 

52 

55-59 

203 

406 

509 

812 

1,015 

55-59 

81 

60-64 

306 

512 

918 

1,224 

1,530 

60-64 

122 

65-69 

242 

484 

726 

968 

1,210 

65-69 

97 

All  Children— $12  annually.  $2,500  after  age  6  months 

The  above  plans  quality  for  use  in  the  Professional  Association. 


For  Full   Information— Write  or  Call 


Golden-Brabham  Insurance  Agency,  Inc. 

Ralph  J.  Golden  Van  Brabham  III 

108   E.   Northwood   St.,   Phone:   BRoadway  5-3400,   Box  6395,  Greensboro,   N.  C.  27405 


I 


AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 

11091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 


NEW  DIAGNOSTIC 
SERVICES  IN: 


VIRAL  ISOLATION  &  IDENTIFICATION 

ALL  RESPIRATORY  VIRUSES 

SYSTEMIC  VIRUSES 

CUTANEOUS  VIRUSES 

GASTROINTESTINAL  VIRUSES 

CENTRAL  NERVOUS  SYSTEM  VIRUSES 

UROGENITAL  VIRUSES 

Isolation  and  identification  of  clinically  significant  viruses  are  rapidly  gaining 
acceptance  as  an  invaluable  aid  in  the  diagnosis  of  viral  disease.  In  the  past, 
laboratories  with  the  capability  to  furnish  these  important  results  within  a  reasonable 
time  and  cost  have  been  rare  or  nonexistent. 

We  are  pleased  to  announce  that  AML  has  added  the  services  of  viral  isolation  and 
identification.  This  is  the  first  diagnostic  virology  laboratory  located  in  the  Metropolitan 
Washington  area  with  an  extended  pick-up  and  delivery  service  in  the  Eastern  region  of 
the  United  States.  This  insures  rapid  processing  of  specimens  and  maximum  recovery 
of  viruses.  Added  to  our  previously  existing  services  of  viral  serology  and  electron 
microscopy,  the  new  virology  services  allow  us  to  furnish  complete  laboratory  data  to 
the  physician  diagnosing  viral  diseases. 

AMERICAN  MEDICAL  LABORATORIES  is  a  full-service  laboraton/,  operated  and 
supervised  by  pathologists,  and  dedicated  to  providing  prompt  and  accurate  results. 

GENTLEMEN:  PLEASE  SEND  ME 


H  A  Copy  of  Your  Professional  Services  Manual 
H  A  Copy  of  Your  Capabilities  Brochure 


PLEASE  DELIVER; 

I  I  Vials  (request  number)  of  viral  transport  media  (VTM) 


NAME 


ADDRESS 


Officers 
1976-1977 


NORTH   CAROLINA   MEDICAL 
SOCIETY 


President  Jesse  Caldwell,  Jr..  M.D., 

1  14  W.  3r(J  Ave.,  Gastonia  28052 

President-Elect E.  Harvey  Estes.  Jr..  M.D. 

Duke  Univ.  Med.  Ctr.,  Box  2914,  Durham  27710  (1979) 

First  Vice-President J.  Benjamin  Warren,  M.D. 

Box  1465.  New  Bern  28560 

Second  Vice-President John  C.  Grier,  M.D. 

Box  791.  Pinehurst  2X374 

Secretarx Jack  Hughes.  M.D. 

923  Broad  St.,  Durham  27705 

Speaker Marvin  N.  Lymberis,  M.D. 

1600  E.  3rd  St.,  Charlotte  28204 

Vice-Speaker Henry  J.  Carr.  Jr.,  M.D. 

603  Beamon  St..  Clinton  28328 

Past-President   James  E.  Davis,  M.D. 

1200  Broad  St.,  Durham  27705 

Executive  Director    William  N.  Hilliard 

222  N.  Person  St.,  Raleigh  27611 

Councilors  and  Vice-Councilors  —  1976-1977 

First  District   Edward  G.  Bond,  M.D. 

Chowan  Med.  Ctr.,  Edenton  27932  (1977) 

Vice-Councilor Joseph  A.  Gill.  M.D. 

1202  Carolina  Ave.,  Elizabeth  City  27909  (1977) 

Second  District  Charles  P.  Nicholson,  Jr..  M.D. 

3108  Arendell  St.,  Morehead  City  28557  (1979) 

Vice-Councilor J.  Elliott  Dixon,  M.D. 

215  E.  2nd  St..  Ayden  28513  (1979) 

Third  District E.  Thomas  Marshburn,  Jr..  M.D. 

1515  Doctors  Circle,  Wilmington  28401  (1979) 

Vice-Councilor Charles  M.  Hic  ks.  M.D. 

1914  Glen  Meade  Rd..  Wilmington  28401  (1979) 

Fourth  District Harri  Weathers,  M.D. 

P.O.  Box  1  146,  Roanoke  Rapids  27870  (1977) 

Vice-Councihir Robert  H.  Shackeleord,  M.D. 

P.O.  Box  649,  Mt.  Olive  28365  (1977) 

Fijth  District  August  Oelrich,  M.D. 

Box  1 169,  Sanford  27330  (1978) 

Vice-CiHincdor Bruce  B.  Blackmon,  M.D. 

P.O.  Box  8.  Buies  Creek  27506  (1978) 

Sixtli  District J.  Kempton  Jones.  M.D. 

1001  S.  Hamihon  Rd.,  Chapel  Hill  27514  (1977) 

\  ice-Councilor W.  Beveri  V  Tucker.  M.D. 

Rum  Creek  Rd..  Henderson  27536  (1977) 

Seventh  District William  T.  Raby.  M.D. 

1900  Randolph  Rd.,  Charlotte  28207  (1978) 

Vice-Councilor J,  Dewey  Dorsett,  Jr..  M.D. 

1851  E.  Third  St..  Charlotte  28204  (1978) 

Eighth  District  Ernest  B.  Shangler,  M.D. 

Drawer  X3.  Greensboro  27402  (1979) 

Vice-Councilor  Shahane  R.  Tai  lor.  Jr..  M.D. 

348  N.  Elm  St..  Greensboro  27408  (1979) 

Ninth  District Jack  C.  Evans,  M.D. 

244  Eairview  Dr.,  Lexington  27292  (1979) 

Vice-Councilor Benjamin  W.  Goodman,  M.D. 

24  2nd  Ave..  NE,  Hickory  28601  (1979) 

Tenth  District Kenneth  E,  Cosgrove,  M.D. 

510  7th  Ave.,  W.,  Hendersonville  28739  (1978) 

Vice-CounciUir    Otis  B.  Michael,  M.D. 

Suite  208.  Doctors  BIdg.,  Asheville  28801  (1978) 

Section  Chairmen  —  1976-1977 

Anesthesiology Iack  H.  Welch,  M.D. 

Physician's  Quadrangle.  Greenville  27834 

190 


Dermatoloi>\    Elizabeth  P.  Kanof,  M.D. 

1300  St.  Mary's  Street,  Raleigh  27605 

Emergency  Medicine    Erederk  K  W.  Glass,  M.D. 

Bowman  Gray,  Winston-Salem  27103 

Family  Physicians  Charles  H.  Duckett,  M,D. 

Bowman  Gray.  Winston-Salem  27103 

Internal  Medicine William  W.  Eore.  M.D. 

1705  W.  6th  St..  Greenville  27834 

Neiirologv  S:  Fs\chiatr\ Martin  A.  Hat(  her,  M.D, 

1305  W.  Wendover  Ave.,  Greensboro  27408 

Neurological  Surgery  David  L.  Kelly,  Jr.,  M.D. 

Bowman  Gray,  Winston-Salem  27103 

Obstetrics  tt  Gynecology R.  Pinkney  Rankin.  Jr..  M.D. 

1851  E.'3rd  St..  Charlotte  28204 

Ophthalmoloi^x   Harold  N.  Jacklin,  M.D. 

1014  N.  Elm  St..  Greensboro  27401 

Orthopaedics  Erank  W.  Clippinger,  Jr..  M.D. 

Duke  Medical  Center,  Durham  27710 

Otolaryngology  and  Maxillofacial  Surgery  B.  Ray  Olinger,  M.D. 

131  McDowell  Street,  Asheville  28801 

PatholoQ^y Charles  M.  Hassell,  Jr.,  M.D. 

1200  N.  Elm  Street.  Greensboro  27401 

Pediatrics Archie  T.  Johnson.  Jr..  M.D. 

701  Vick  Ave.,  Raleigh  27609 

Public  Health  &  Education    William  L.  Eleming.  M.D. 

UNC  School  of  Medicine,  Chapel  Hill  27514 

Radiology Otis  N.  Fisher.  M.D. 

Moses  Cone  Hospital.  Greensboro  27402 

Surgery William  W.  Shingleton.  M.D. 

Duke  Univ.  Med.  Ctr,,  Box  3814,  Durham  27710 

Urology Charles  A.  Hoeeman,  M.D. 

348  Valley  Rd..  Eayetteville  28305 
Students.  Medical 


Delegates  to  the  American  Medical  Association 

James  E.  Davis,  M.D 1200  Broad  St..  Durham  27705 

(December  31,  1978) 

John  Glasson,  M.D 306  S.  Gregson  St..  Durham  27701 

(December  31.  1978) 
Erank  R.  Reynolds,  M.D. 

1613  Dock  Street,  Wilmington  28401 
(December  31,  1978) 
David  G.  Welton,  M.D. 

3535  Randolph  Road.  Charlotte  28211 
(December  31,  1977) 
Edgar  T.  Beddingeield.  Jr.,  M.D. 

Wilson  Clmic.  Wilson  27893 
(December  31,  1977) 


Alternates  to  the  American  Medical  Association 

George  G.  Gilbert.  M.D 1  Doctor's  Park.  Asheville  28801 

(December  31,  1978) 
Louis  deS.  Shaeenfr.  M.D. 

Bowman  Gray.  Winston-Salem  27103 

(December  31,  1978) 
Jesse  Caldwell,  Jr.,  M.D.    ..114  W.  3rd  Ave.,  Gastonia  28052 

(December  31,  1978) 
Charles  W.  Styron.  M.D.  .  .  .615  St.  Marys  St..  Raleigh  27605 

(December  31.  1977) 
D.  E.  Ward,  Jr.,  M.D 2604  N.  Elm  St.,  Lumberton  28358 

(December  31,  1977) 
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PREPARATIONS   FOR  ANNUAL   CONVENTION  WIND  Wim:      The   123rd  Annual   Convention  of   the 
North   Carolina  Medical   Society  will   get   underway   at  Pinehurst,    Thursday,    May   5 
and  will   adjourn  on   Sunday,    May   8.      Headquarters   staff,    along  with    the   committees 
and  other  participants    involved,    are  winding  up    their   assignments    and   the   official 
program  will  soon  be   distributed.      The   scientific  program  this   year  will  be    given 
by  members    of    the   faculty   of    the  University  of  North   Carolina  School  of  Medicine 
and   the   Bowman  Gray   School   of  Medicine.      Meeting  places    for  sections   have  been 
assigned,    the  Auxiliary  has   a   fine   program  and   there  will  be   a   large  number  of 
technical   and   scientific  exhibits.      Golf   and   tennis    tournaments  will  be  held  and 
prizes   awarded.      A  number   of   social   events    are   in   the  program. 

EXECUTIVE   COUNCIL  MEETS:      The  annual  meeting  of    the   Executive   Council   of   the  North 
Carolina  Medical  Society  will  be  held   at    the   Society's  headquarters    at    9:00  A.M. 
on  Sunday,    April   17.      At    this   meeting   the    activities   of    the  year  are   reviewed  and 
specific   reports   and   recommendations  will  be  heard  and   referred   to    the  House   of 
Delegates . 

GOVERNOR'S    CONFERENCE  SCHEDULED:      The   North   Carolina  Medical   Society   is    doing  ex- 
traordinary work  in  arranging   for   the  Governor's    Conference   on   the  Quality   of  Life 
for  Our  Senior   Citizens.      In  addition   to    the   Governor   and  our  Society,    the   North 
Carolina  Conference   on  Social   Service   and   the  North   Carolina  State   Office    for  Aging 
is    co-operating  on   this    conference.      The   dates   have   been  set   for  July   6-7,    1977, 
and   the   conference  will  be  held  in   the   auditorium  at  Meredith   College   in  Raleigh. 
Although   several    thousand  will  be   invited   to   attend   the   conference,    there  will  be 
a  limit   of   800  who    can  be   accepted  because   of    the   size   of   the    facility.         One   gets 
the    feeling   that    there   is    tremendous    interest   in   the   Conference   on   the   Quality  of 
Life    for  Our  Senior   Citizens   and   it    is   predicted   that    this  will  be   one   of    the  most 
successful  meetings   of   its    type. 


THE  NEW  ad  hoc   COMMITTEES  MEET:      Following   the   last  Executive   Council  meeting   2 
new  _ad  hoc   committees  were   appointed   and    they   enthusiastically    prepared   for   their 
first  meeting  which  was   held   on  Sunday,    March    27.      The   ad_  hoc   Committee   on    the 
Troubled  Medical  Provider,    chaired  by   Robert  W.    Gibson,    Jr.,    M.D. ,    met   in  Greens- 
boro  and   the   ad  hoc   Committee   on  Proposed  Physician's   Assistant's   Programs    chaired 
by    Councilor  Jack   C   Evans,    M.D.    of  Lexington  met   in  Lexington  on  April   2.      These 
committees    are   expected   to    give   reports    at   the  meeting  of   the   Executive   Council  on 
April   17. 
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CONTINUING  MEDICAL  EDUCATION:  Last  month  members  of  the  Society  received  a  report 
from  William  N.  Milliard,  Executive  Director  of  the  Society,  outlining  the  require- 
ments of  the  Society  for  continuing  medical  education.  Also,  the  report  lists  the 
number  of  hours  in  each  category  that  have  been  reported  by  each  member.  With  the 
possibility  of  re-examination  for  licensure  presenting  itself  sometime  in  the  fu- 
ture it  is  hoped  that  members  will  use  continuing  medical  education  to  demonstrate 
that  such   re-examination   and   relicensure  will   not  be   necessary. 

THE    1977  NORTH   CAROLINA  GENERAL  ASSEMBLY:      Chairman  of   the   Committee   on  Legislation, 
H.    David  Bruton,    M.D.,    Southern  Pines,    advises    that   each  meeting  of   the   General 
Assembly  will   see  many  bills    relating   to   medical    care   introduced  by   legislators. 
Our  Director   of   Governmental   Affairs,    Stuart  W.    Shadbolt,    is   monitoring   all   such 
bills    introduced   and  weekly   sends   out   a  Legislative   Newsletter    to  members   of   our 
Society  who   are   chairmen  of   the   local   society's    legislative    committees    and   others. 
So   far    there   have  been  a  number  of  health   care  bills   introduced   and  some   of    them 
have  been  enacted  into   law.      One   of    the   first  ones  was   House   Bill   29  which   deleted 
the   requirement  of  more    than  one  physician   to   participate   in   the   decision  for   a 
sterilization  operation. 

AMA-SAN  FRANCISCO-JIM  DAVIS:      The   North   Carolina  Medical   Society   and  its    delegation 
to    the  AMA   convention  are    taking  seriously   the  matter  of   running   James   E.      Davis, 
M.D.,    Durham,    for  Vice-Speaker  of    the  House  of   Delegates   of    the  AMA.      The    conven- 
tion will  be   in  San  Francisco,    June   18-23   and   the  election  will  probably  be  Wednes- 
day,   June    22   at   9:00   A.M.      Already,    some   of  our  members   have  written   to    friends    and 
delegates    in  other  states    urging   them  to  support   Jim  Davis   as    the  most  qualified 
candidate    for    this    office. 

CHANGING  OF  THE   GUARD  APPROACHES:      With    this   last  paragraph  your  editor  of   the 
Newsletter  bows    out   as    a  reporter   and  will   present  his  pre-World  War   II   Remington 
to  Harvey   Estes  with  best   regards   and   great   relief.      Harvey  will  be   inducted   as 
our  new  President  on  Saturday,    May    7,    in   the   Cardinal  Ballroom  of    the   Pinehurst 
Hotel.      It  has  been  a  pleasure    to    follow    the   activities   of    the   Society   and    to   re- 
port  them  briefly   in    these  monthly   newsletters.      Obviously,    all  of   the   activities 
of    the   Society    could  not  be   adequately   reported   and  many  worthwhile   endeavors   have 
not  been  mentioned.      The  year  has    gone  swiftly   and  we  have  had  many   pleasant  ex- 
periences   and  very    few  otherwise.      There   is   no  way    that   I    can   adequately    thank   and 
express   my   appreciation   to    the  members   of    the  Society  who   participated  in  its   multi- 
faceted  areas    during   the  year   except   to    say    thank  you  so   very,    very  much    for  your 
assistance   and  support.      Best  wishes    to   all   for   a  continuing  gratifying  profession- 
al  career. 


Sincerely  yours , 


Jesse    Caldwell,    Jr.,   M.D. 
President 


NORTH  CAROLINA 
MEDICAL  SOCIETY'S  OFFICIAL 
DISABILITY  INSURANCE  PLAN 

Now  Pays  Up  To 

$500  -4 

WEEKLY  INCOAAE 
($2,166.00  per  mo.) 

plus  Bonus 

For  Eligible  Members 

|No  physical  exam  required] 


ticipation. 


To  meet  today's  needs  in  our  inflated  economy,  you  require 
adequate  income  when  disabled  from  practice.  If  you  are 
under  age  50,  you  can  receive  up  to  $600  per  week. 


GUARANTEED  RENEWABLE 

You  are  guaranteed  the  privi- 
lege of  renewing  $300  per  week 
to  age  70.  The  other  $200  per 
week  renewable  to  age  60.  Cer- 
tain benefits  payable  without  re- 
quiring disability. 


DIRECT  PERSONAL  SERVICE 


For  over  38  years,  it  has  been 
our  privilege  to  administer  your 
program  from  Durham,  N.  C.  in- 
cluding payment  of  all  claims 
promptly. 


J.  L.  &  J.  SLADE  CRUMPTON,  INC. 

GENE  GREER 

Oflfice  Manager 

P.  0.  Drawer  1767~Durham.  N.  C.  27702.  Phone:  919/682-5497 

Underwritten  by  The  Continental   Insurance  Cos.  of  New  York 

JACK  FEATHERSTON,  Field   Representative 

P.  0.  Box  17824.  Charlotte.  N.  C.  28211.  Phone:  704/366-9359 

North   Carolina    Professional   Group   Administrators   for: 

NORTH     CAROLINA     MEDICAL    SOCIETY     •     NORTH     CAROLINA    DENTAL    SOCIETY    .     NORTH    CAROLINA    SOCIETY    OF    ENGI- 
NEERS   •    NORTH    CAROLINA    CHAPTER   OF   ARCHITECTS    •    NORTH    CAROLINA    ASSOCIATION    OF    C.PA/S   AND    BAR    GROUPS 


BE  A  FAMILY  PHYSICIAN 

AND  A  FAMILY  MAN... 
THERE'S  TIME  FOR  BOTH! 

Time  to  relax  with  your  family  —  and  still  enjoy  the  professional 
advantages  of  modern  facilities  and  a  hij2:hly  trained  technical  staff. 
You'll  have  the  standinj?  of  an  officer  AND  a  professional.  Yet,  there's 
challeng-e,  too.  Air  Force  medicine  ranj?es  from  research  to  every 
conceivable  type  of  clinical  practice,  in  every  conceivable  location  you 
can  imagine.  Off-duty,  you  and  your  family  can  enjoy  the  excellent 
recreational  facilities  of  the  Air  Force  Base  of  your  choice.  One 
month's  paid  vacation  every  year.  And  many  other  extras. 


Air  Force,  A  Great  Way  of  Life 


For  further  information  contact: 

W.  A.  McHail 

310  New  Bern  Ave.,  Room  bOb  /  Raleigh,  N.C. 

Q 1 9/755-4 134 
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Y  (J   U         tl    A    U         Y    vJ   U    rt  rl   t  ^^  are  among  the  most 


Heanng  losses 


TESTED   LATELY   A 


COMFORTABLE 


/      consistently  neglected 
/      health  problems.  Many 
-J,  -  -  ^      people  with  them  won't  even 
O  1^      admit  it  to  themselves,  let  alone 
/       others.  A  little  encouragement  may 
/       start  them  thmking  about  themselves 

HEARTNP     "^      ™°^®  realistically 

y  That's  why  we're  offering  you  the  poster 

y'       shown  here.  You  can  hang  it  on  the  wall  or  stand 
y^        it  on  a  small  table.  It  comes  with  booklets  called  "As 
INVESTMENT  OF  A  FEW  MI  I^        precious  as  sight"  that  give  your  patients  some  basic 

y        facts  about  auditory  testing  and  hearing  losses  and  how 
y       easy  they  are  to  correct  in  many  cases. 
/  Write  to  us  for  your  free  poster  and  booklets.  They  just 

y       might  help  you  to  help  some  patients  who  aren't  hearing  as  well 
y       as  they  used  to.  Even  those  who  ordinarily  wouldn't  hear  of  it. 

y  Professional  Relatons  Division,  Beltone  Electronics  Corporation 

jf  4201  West  Victona  Street,  Chicago,  Illinois  60646,  an  Amencan  company 
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When  choosing  a  diuretic 

for  day-in-day-out 
hypertension  control  with 
comfortable  compliance... 


The  agent  you  choose  in  mild  to  moderate 
essential  hypertension  should  offer  (1)  long-term 
effectiveness,  (2)  patient  comfort  and  compliance. 

Zaroxolyn  offers  both. 

In  one  long-term  study^  Zaroxolyn  brought 
moderately  elevated  (average  161/109  mm  Hg) 
blood  pressure  down  to  the  range  of  normo- 
tension— and  held  it  there  for  a  year  or  more. 

The  investigator  noted,  "Patient  cooperation  was 
surprisingly  good  for  a  study  of  such  duration 
[ZVi  years].  The  once-daily  dosage  schedule  with 


metolazone  [Zaroxolyn]  no  doubt  contributed  to 
patient  compliance'.' 

Overall  compliance  with  Zaroxolyn  is  good- 
very  good.  An  analysis  of  controlled  clinical 
studies  involving  188  Zaroxolyn  patients  showed 
that  only  eight  discontinued  therapy  because  of 
side  effects.  That's  a  discontinuation  rate  of  only 
4.3%,  and  broader  clinical  experience  appears  to 
substantiate  this  low  rate? 

Zaroxolyn.  For  long-term  control  and  comfortable 
compliance  in  mild  to  moderate  hypertension. 


Recommended  initial  dosage  in  mild  to  moderate  essential  hypertension-2'/2  to  5  mg  once  daily 

(metolazone,  Pennwalt) 

2V2-mg,  5-mg  and  10-mg  tablets 

once -daily  antihypertensive  diuretic 


Before  prescribing,  see  complete  prescribing 
information  in  the  package  insert,  or  m  PDR,  or 
available  from  your  Pennwalt  representative  The 
following  IS  a  brief  summary  Indications: 
Zaroxolyn  (metolazonel  is  an  antihypertensive 
diuretic  indicated  for  the  management  of  mild  to 
moderate  essential  hypertension  as  sole  thera- 
peutic agent  and  in  the  more  severe  forms  of 
hypertension  in  conjunction  with  other  anti- 
hypertensive agents  Also,  edema  associated  with 
heart  failure  and  renal  disease  Contraindications: 
Anuria,  hepatic  coma  or  precoma,  allergy  or 
sensitivity  to  Zaroxolyn  Or,  as  a  routine  in  other- 
wise healthy  pregnant  women  Warnings:  In 
theory  cross-allergy  may  occur  in  patients 
allergic  to  sulfonamide-denved  drugs,  thiazides 
or  quinethazone  Hypokalemia  may  occur  and  is 
a  particular  hazard  in  digitalized  patients, 
dangerous  or  fatal  arrhythmias  may  occur 
Azotemia  and  hyperuricemia  may  be  noted  or 
precipitated  Considerable  potentiation  may 
occur  when  given  concurrently  with  furosemide 
When  used  concurrently  with  other  antihyper- 
tensives, the  dosage  of  the  other  agents  should 
be  reduced  Use  with  potassium-sparing  diuretics 
may  cause  potassium  retention  and  hyper- 
kalemia Administration  to  women  of  childbearing 


age  requires  that  potential  benefits  be  weighed 
against  possible  hazards  to  the  fetus  Zaroxolyn 
appears  in  the  breast  milk  Not  for  pediatric  use 
Precautions:  Perform  periodic  examination  of 
serum  electrolytes,  BUN,  uric  acid,  and  glucose 
Observe  patients  for  signs  of  fluid  or  electrolyte 
imbalance  These  determinations  are  particularly 
important  when  there  is  excessive  vomiting  or 
diarrhea  or  when  parenteral  fluids  are  admin- 
istered Patients  treated  with  diuretics  or  corti- 
costeroids are  susceptible  to  potassium  deple- 
tion Caution  should  be  observed  when  adminis- 
tering to  patients  with  gout  or  hyperuricemia  or 
those  with  severely  impaired  renal  function 
Hyperglycemia  and  glycosuria  may  occur  m 
latent  diabetes  Chionde  deficit  and  hypo- 
chloremic alkalosis  may  occur  Orthostatic 
hypotension  may  occur  Dilutional  hyponatremia 
may  occur  in  edematous  patients  in  hot  weather 
Adverse  Reactions:  Constipation  nausea, 
vomiting  anorexia  diarrhea,  bloating  epigastric 
distress  intrahepatic  cholestatic  jaundice, 
hepatitis  syncope,  dizziness,  drowsiness,  vertigo, 
headache,  orthostatic  hypotension  excessive 
volume  depletion,  hemoconcentration,  venous 
thrombosis,  palpitation,  chest  pam,  leukopenia, 
urticaria,  other  skin  rashes,  dryness  of  mouth. 


hypokalemia,  hyponatremia,  hypochloremia. 
hypochloremic  alkalosis,  hyperuricemia,  hyper- 
glycemia, glycosuria,  raised  BUN  or  creatinine, 
fatigue,  muscle  cramps  or  spasm,  weakness. 
restlessness,  chills,  and  acute  gouty  attacks 
Usual  Initial  Once-Daily  Dosages:  mild  to 
moderate  essential  hypertension  — 2'/r  to  5  mg; 
edema  of  cardiac  failure  — 5  to  10  mg,  edema  of 
renal  disease  — 5  to  20  mg  Dosage  adjustment 
may  be  necessary  during  the  course  of  therapy 
How  Supplied:  Tablets.  2y2,  Sand  10  mg 

References: 

1  Dornfeld  L.  Kane  R   Metolazone  in  essential 
hypertension  The  long-term  clinical  efficacy  of 
a  new  diuretic  Curr  Ther  Res  18:  527-533.  1975 
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Pennwalt  Prescription  Products 
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There  are  only  five  major  national 
brand  name  generic  manufacturers: 

PUREBU: 


Here  aie  some  important  facts 
you  should  know  about  PUREPAC  generics 


PUREPAC's  national  brand  of  generics 
are  priced  substantially  lower  than  any 
of  the  other  four  brands,  thereby  saving 
your  patients  money  on  prescription  drugs. 

PUREPAC  manufactures  all  major 
generic  products  in  its  own  plants.  The 
other  four  companies  have  many  of  their 
generic  products  made  by  smaller  outside 
contract  manufacturers. 

The  latest  national  study*  (American 
Druggist    magazine)    reports    pharmacists 


prefer  PUREPAC  over  every  other  pharma- 
ceutical company  with  a  generic  line  in- 
cluding Pfizer,  Parke-Davis,  Smith  Kline  and 
Lederle. 

PUREPAC  has  a  more  extensive  generic 
line  than  the  other  four  national  brand 
generics. 

Bio-availability  data  of  PUREPAC  manu- 
factured pharmaceuticals  and  generic 
reference  chart  are  available  upon  request. 


*Copies  of  this  study 
and  PUREPAC's 
annual  report  are 
available  upon 
request. 


Manufacturers  of  Fine  Pharmaceuticals  for  Over  48  Years 

Pum:Pac 

^^  ELIZABETH,  NJ  07207 
AMERICA'S  LEADING  NATIONAL  BRAND  OF  GENERICS 


TREATMENT  AND  LEARNING  CENTER  For 

ALCOHOL  RELATED  PROBLEMS 


FELLOWSHIP  HALL 

THE  ONLY  HOSPITAL  OF  ITS  KIND  IN  THE  SOUTHEAST 

•  Safe  Comfortable  Withdrawal  •  No  Alcohol  Employed  •  Private  Non-Profit 
Tax-Exempt  •  A  Controlled  and  Pleasant  Psychological  Atmosphere 

•   Psychiatric   Hospital 

FOUR  WEEK  MULTI-DISCIPLINE  THERAPY  PROGRAM 


Member  of: 

•  The  American  Hospital  Association 
•  The  N.  C.  Hospital  Association 

•  Accredited  by  the  Joint  Commission 

on  the  Accreditation  of  Hospitals 


Individual  Counseling  •  Group  Therapy 

Nature  Trail  •   Indoor/Outdoor  Recreation 

Relaxation  and  Sleep  Therapy 

Audio-Video  Therapy 


FOR   ADMITTANCE   CALL 

JAMIE  CARRAWAY 

EXECUTIVE  DIRECTOR 

919-621-3381 


FELLOWSHIP  HALL 

p.  0.  BOX  6929    •    GREENSBORO,  N.  C.  27405 

Located  off  U.S.  Hwy.  No.  29  at  Hicone  Road  Exit, 

6V2  miles  north  of  downtown  Greensboro,  N.  C. 

Convenient  to  1-85,  1-40.  U.S.  421,  U.S.  220, 

and  the  Greensboro  Regional  Airport. 


INC. 


FOR  MEDICAL   INFORMATION  CALL 

J.  W.  WELBORN,  JR.,  M.D. 

MEDICAL  DIRECTOR 

919-275-6328 


Facility,  program  and  en- 
vironment allows  the  indi- 
vidual to  maintain  or  re- 
gain respect  and  recover 
with  dignity. 


Films,  tapes,  lectures, 
group  discussions  and  in- 
dividual counseling  are 
used  with  emphasis  on 
reality  therapy. 


Medical     examination 
admission. 


Modern,  motel-like  accom- 
modations with  private  bath 
and  individual  temperature 
control. 


A  therapeutic  nature  trail 
to  encourage  physical  ex- 
ercise, and  arouse  objec- 
tive interest  in  the  miracle 
of  nature. 


FELLOWSHIP    HALL   WILL   ARRANGE   CONNECTION    WITH    COMMERCIAL   TRANSPORTATION. 


Our  therapy  for 
disability! 

When  you  are  disabled,  the  last  thing  you  should  have  to  worry  about  is  how  you're 
going  to  keep  your  family  living  in  the  manner  to  which  they  are  accustomed. 

That's  why  we  have  designed  a  program  of  Disability  Income  Protection  for  younger 
doctors.  Should  you  become  disabled  and  unable  to  work  as  a  result  of  a  covered 
illness  or  injury,  this  program  con  provide  you  with  a  regular  monthly  income.  So  that 
you  con  pull  yourself  through  a  disability,  maintain  your  independence  and  keep 
your  self-respect 

What's  more,  these  benefits  ore  paid  directly  to  you  to  use  as  you  see  fit.  Whether  you 
use  them  for  normal  day-to-day  necessities,  office  expenses  or  whatever— it 
doesn't  matter.  And  on  top  of  that.  Disability  Income 

benefits  ore  tax-free  under  present  ; "" 

federal  income  tax  lows.  \^ 


If  you're  under  age  55  and  a  member  of  the 
North  Carolina  Medical  Society,  just  fill  out  the 
coupon  below  and  mail  it  today. 
Mutual  of  Omaha 
will  provide  personal 
service  in  furnishing  the 
full  details.  Of  course, 
there  is  no  obligation.      \    ^ 


Mutual /T^ 
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UNDERWRITTEN   BY 


Mutual 
^maha 


l,^'— "^ — '  Mutual  of  Omaha  Insurance  Company 

Dodge  at  33rd  Street  ■  Omaha.  Nebraska  68131 

I  am  interested  in  learning  more  about  the  program  of  Disability  Income 
Protection  available  to  members  of  the  North  Carolina  Medical  Society 
who  are  under  age  55- 


People  ijou  can  count  an... 

Life  Insurance  Affiliate: 

United  of  Omaha 

MUTLiAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE    0\UHA,  NEBRASKA 
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"APY 
AGAINST  TOPICAL 

FE^ON 


Neosporiri 
Ointment 


Neomycin 

Staphylococais 

Haemophilus 

Klebsiella 

Aerobader 

Escherichia 

Proteus 

Cotynebacterium 

Streptococais 

Pneumococcus 


(Polymyxin  B-Badtracin-Neomycin) 

This  potent  broad-spectmm  antibacterial 

provides  overlapping  action  to  help  combat 

infection  caused  by  common  susceptible  pathogens 

(including  staph  and  strep).  The  petrolatum  base 

is  gently  occlusive,  protective  and 

Bacitracin      Pblymyxin  B  enhances  spreading. 

Staphylococcus  Pseudomonas 

Corynebacterium         Haemophilus 

Klebsiella  ^^        /  Burroughs  Wellcome  Co. 

Aerobacter  Tn      /  Research  Triangle  Park 

Escherichia  Welcome  /    North  Carolina  27709 


Streptococcus 
Pneumococais 


In  vitm  overlapping  antibacterial  action  of 

Neosporin®  Ointment  (polymyxin  B-badtradn-neomydn). 


Neosporiri 
Ointment 

(Polymyxin  B-Bacitracin-Neomycin) 

Each  gram  contains:  Aerosponn'  brand  Polymyxin  B 
Sulfate  5.000  units;  zinc  bacitracin  400  units;  neomycin 
sulfate  5  mg  (equivalent  to  3.5  mg  neomycin  base); 
special  wtiite  petrolatum  qs;  in  tubes  of  1  oz  and  1/2  oz 
and  1/32  oz  (approx  )  foil  packets. 

WARNING:  Because  of  ttie  potential  tiazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  applicahon  a 
day  IS  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
It  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a  low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  IS  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
cepfible  organisms,  includingfungi.  Appropriate  measures 
should  be  taken  if  this  occurs, 

ADVERSE  REACTIONS:  Neomycin  is  a  not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML. 


CURRENT  THERAPY 

Some  Current  Concepts  in  the  Management 
of  Ovarian  Carcinoma 

William  T.  Creasman,  M.D. 


ACCORDING  to  the  American 
Cancer  Society.'  about  17.000 
women  in  the  United  States  will  de- 
velop ovarian  cancer  this  year  and 
almost  11.000  will  die  from  the 
malignancy.  In  North  Carolina 
some  450  women  will  have  ovarian 
carcinoma  diagnosed  this  year  and 
more  than  300  will  die  from  it.  Al- 
though malignancies  of  the  uterus 
(cervix  and  corpus)  are  about  three 
times  as  common  as  ovarian  cancer, 
deaths  from  ovarian  cancer  equal 
those  from  the  cervix  and  corpus 
combined.  The  death  rate  from  car- 
cinoma of  the  cervix  has  decreased 
by  more  than  50'7c  during  the  past 
two  decades.  The  incidence  of  inva- 
sive carcinoma  of  the  cervix  has 
also  dropped  precipitously  during 
this  period  while  the  frequency  of 
preinvasive  disease  of  the  cervix 
has  increased.  One  reason  for  this 
occurrence  is  certainly  the  fact  that 
the  Pap  smear  is  being  used  more 
frequently.  American  Cancer  Soci- 
ety figures  note  that  the  number  of 
adult  women  having  Pap  smears  has 
increased  from  about  50*^  just  two 
or  three  years  ago  to  over  75%  at  the 
present.  During  the  last  two  dec- 
ades the  incidence  of  ovarian  car- 
cinoma has  decreased  about   10%: 


Director.  Division  of  Gynecologic  Oncology 
[>epartmenl  of  Obslelncs  and  Gynecology 
Duke  University  Medical  Center 
Durham.  North  Carolina  27710 


however,  the  death  rate  has  in- 
creased by  that  much.  One  reason 
for  the  survival  difference  between 
these  two  malignancies  of  the  fe- 
male genital  tract  is  that  no  easy  cy- 
tologic method  of  detection  of  carci- 
noma of  the  ovary  is  yet  available; 
the  diagnosis  of  ovarian  carcinoma 
in  either  the  preinvasive  or  early 
stages  is  difficult.  In  fact,  over  two- 
thirds  of  the  women  with  ovarian 
carcinoma  have  either  a  Stage  III  or 
IV  lesion  whe'n  the  diagnosis  is 
established.  Over  the  past  40  years 
the  mortality  from  ovarian  carcino- 
ma has  tripled  and  more  than  one  of 
every  100  women  in  the  United 
States  will  eventually  die  of  this  dis- 
ease. These  facts  are  even  more 
ominous  when  we  realize  that  in 
spite  of  extensive  use  of  surgery, 
radiotherapy  and/or  chemotherapy 
the  death  rate  from  this  disease  is 
actually  increasing.  Therapies 
available  for  control  of  this  disease 
are  failing  because  of  the  lack  of 
early  diagnosis  and  the  inherent 
ability  of  the  malignancy  to  resist 
therapy.  Sufficient  data  exists, 
however,  to  indicate  that  long-term, 
disease-free  survival  has  been 
accomplished  in  patients  with 
ovarian  carcinoma  with  existing 
treatment  modalities.  It  would  ap- 
pear that  the  lack  of  improved  sur- 
vival may  be  due  to  the  fact  that 
appropriate  therapy  has  nai  been 
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selected  for  all  patients  with  this 
malignancy. 

EARLY  DIAGNOSIS 

Although  it  has  been  estimated 
that  10.000  routine  pelvic  examina- 
tions would  have  to  be  done  in  order 
to  identify  the  one  asymptomatic 
early  ovarian  carcinoma,  this  pro- 
cedure remains  the  best  method  for 
identifying  it.  When  symptoms  of 
abdominal  distention  or  pelvic  pres- 
sure are  reported  by  the  patient,  the 
lesion  is  far  advanced.  In  retro- 
spect, many  patients  who  sub- 
sequently are  found  to  have  ovarian 
carcinoma  can  recall  months  of 
symptoms  usually  related  to  mild 
gastrointestinal  distress  or  minimal 
pelvic  pressure.  These  symptoms 
should  be  recognized  and  pelvic 
examination  done  at  the  same  time 
other  evaluation  is  made.  As  one 
recent  author  has  stated.-  many  pa- 
tients with  ovarian  carcinoma  have 
been  nutured  in  a  sea  of  bicarbonate 
of  soda  for  many  months  before  the 
diagnosis. 

In  evaluating  adnexal  masses 
several  factors  must  be  considered. 
In  the  normal  ovulating  woman,  the 
most  common  ovarian  mass  is  a 
functional  cyst  such  as  a  corpus 
luteum.  Normally  these  will  regress 
spontaneously  within  a  month  as 
the  patient  completes  a  menstrual 
cycle.  Usually  the  ovarian  cyst  will 
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not  be  large  (5-6  cm  or  less).  If  a 
woman  is  taking  birth  control  pills 
the  chance  of  a  cyst's  being  func- 
tional is  essentially  nonexistent  and 
a  return  visit  after  one  cycle  proba- 
bly will  show  no  change  in  the  pelvic 
findings.  The  old  adage  of  following 
a  woman  with  an  ovarian  mass  for 
three  months  before  surgical  inter- 
vention is  contemplated  has  no 
basis.  If  the  adnexal  mass  has  not 
disappeared  within  a  month  it  will 
probably  not  spontaneously  re- 
gress. Even  in  young,  ovulating 
women,  large  lesions  of  8-10  cm  or 
greater  and  firm  or  irregular  masses 
should  be  checked  without  delay. 
Certainly,  evidence  of  pelvic 
nodules  or  ascites  should  be  inves- 
tigated immediately  regardless  of 
the  patient's  age  (Table  I).  In  the 
postmenopausal  woman,  any  ovar- 
ian enlargement  is  abnormal  and  re- 
quires immediate  further  evalua- 
tion, since  these  women  have  the 
highest  incidence  of  ovarian  car- 
cinoma. Some  authorities  have 
stated  that  even  if  the  ovary  is  pal- 
pated in  the  elderly  female  this  is 
abnormal  and  surgical  evaluation  is 
indicated. 

TREATMENT 

Definitive  diagnosis,  except  in 
unusual  circumstances,  can  be  es- 
tablished only  by  exploratory 
laparotomy.  Laparoscopy  has  lim- 
ited benefits  and  should  not  be  used 
instead  of  laparotomy  for  diagnosis 
and  treatment.  Paracentesis  for  as- 
cites should  not  be  used  for  diag- 
nosis nor  should  therapy  be  based 
on  cytologic  findings.  Several  times 
large  ovarian  cysts,  thought  to  be 
ascites,  have  been  aspirated  with 
spread  to  the  abdominal  cavity; 
these  could  have  been  surgically 
removed  without  difficulty. 

Once  the  diagnosis  has  been  es- 


TABLE  I 
Findings  Suggestive  of  Malignancy 


1  Hard  fixed  nodules  in  cul-de-sac 

2  Solid  consistency 

3  Rapid  rate  of  growlti 

4  Fixation  and  adfierence  m  pelvis 

5  Omental  mass 

6  Nodular,  irregular  tumor 

7  Bilaterality 

8  Ascites 


TABLE  II 

FIGO 

Stagegrouping  for  Primary  Carcinoma  of  Ovary 


STAGE  I  Growth  limited  to  the  ovaries 

Stage  la  Growth  limited  to  one  ovary,  no  ascites' 

(0    No  tumor  on  external  surface,  capsule  intact 

(II)  Tumor  present  on  external  surface  or/and  capsule  ruptured 
Stage  lb  Growth  limited  to  both  ovaries,  no  ascites 

(i)    No  tumor  on  external  surface:  capsule  intact 

(ii)   Tumor  present  on  external  surface  or/and  capsulefs)  ruptured 
Stage  Ic  Tumor  either  Stage  la  or  Stage  lb,  but  with  ascites  present  or 

positive  peritoneal  washings 

STAGE  II  Growth  involving  one  or  both  ovaries  with  pelvic  extension 

Stage  Ha  Extension  and/or  metastases  to  the  uterus  and/or  tubes 

Stage  lib  Extension  to  other  pelvic  tissues 

Stage  He  Tumor  either  Stage  lla  or  Stage  lib,  but  with  ascites  present  or 

positive  peritoneal  washings 

STAGE  III  Growth  involving  one  or  both  ovaries  with  intraperitoneal  metastases 

outside  the  pelvis  and/or  positive  retroperitoneal  nodes 
Tumor  limited  to  the  true  pelvis  with  histologically  proven  malignant 
extension  to  small  bowel  or  omentum 

STAGE  IV  Growth  involving  one  or  both  ovaries  with  distant  metastases   If 

pleural  effusion  is  present  there  must  be  positive  cytology  to  allot  a 

case  to  Stage  IV 

Parenchymal  liver  metastases  equals  Stage  IV 

SPECIAL  CATEGORY   Unexplored  cases  which  are  thought  to  be  ovarian  carcinoma 

Ascites  IS  peritoneal  effusion  which  in  the  opinion  of  the  surgeon  is  pathologic  and/or  clearly  exceeds  normal 
amounts 


tablished,  determining  the  extent  of 
disease  is  extremely  important. 
This  one  factor  has  the  greatest 
prognostic  value  in  ovarian  car- 
cinoma. The  use  of  the  Federation 
of  the  International  Gynecologists 
and  Obstetricians  (FIGO)  staging 
has  helped  to  standardize  extent  of 
disease  and  make  statistical 
analysis  for  comparison  more  valid 
(Table  II).  Any  ascitic  fluid  in  the 
peritoneal  cavity  should  be  re- 
moved and  evaluated  cytologically. 
If  no  ascitic  fluid  is  present, 
peritoneal  washings  should  be  ob- 
tained by  injecting  100-150  cc  of 
saline  into  the  pelvic  cavity  and 
withdrawing  it  for  cytologic  exami- 
nation. Washings  from  both  lateral 
gutters  should  also  be  obtained. 
Peritoneal  cytology  has  great  prog- 
nostic value  in  ovarian  carcinoma.^ 
Many  times  on  clinical  evaluation  it 
would  appear  that  the  disease  is  lim- 
ited to  the  ovaries;  however,  malig- 
nant cells  may  be  found  in  the 
peritoneal  washings  and  this  means 
that  there  has  been  a  microscopic 
break  in  the  ovarian  capsule  allow- 
ing spread  to  the  abdominal  viscera. 
This  one  factor  probably  accounts 
for  the  lower  than  expected  survival 
in  so-called  "Stage  I"  disease. 


Even  in  early-stage  disease  (lim- 
ited to  the  ovary),  a  thorough  evalu- 
ation of  the  peritoneal  surfaces  of 
the  abdominal  cavity  should  be  per- 
formed. The  interior  surfaces  of 
both  diaphragms  should  be  pal- 
pated. Disease  can  be  present  in 
these  areas,  particularly  on  the  right 
side,  even  though  the  abdominal 
cavity  is  clinically  free  of  disease. 
The  diaphragms  are  responsible  for 
the  lymphatic  drainage  from  the 
peritoneal  cavity.  The  other  area 
that  demands  attention  is  the  omen- 
tum. A  small  amount  of  disease  may 
go  unnoticed  in  the  omentum  if  this 
is  not  carefully  studied,  sincc  this 
organ  is  rich  in  macrophages  which 
phagocytize  foreign  particles  within 
the  abdominal  cavity. 

Standard  surgical  treatment  for 
all  ovarian  carcinoma,  if  technically 
feasible,  is  total  abdominal  hys- 
terectomy, bilateral  salpingo- 
ot)phorectomy  and  partial  omentec- 
tomy.  This  is  particularly  true  of 
Stage  I.  most  of  Stage  II  and.  occa- 
sionally, a  Stage  III  patient.  In  some 
Stage  III  disease,  cancer  will  be 
metastatic  but  occur  in  an  isolated 
nodule,  such  as  in  the  omentum, 
which  can  be  easily  removed.  The 
primary  goal  of  surgery  is  to  remove 
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all  gross  cancer  if  possible.  Even  in 
those  patients  in  whom  the  omen- 
tum appears  to  be  free  of  disease, 
we  feel  that  a  partial  omentectomy 
(removing  the  omentum  close  to  its 
attachment  on  the  transverse  colon) 
is  advantageous.  In  Stage  1  car- 
cinoma of  the  ovary  an  increased 
survival  from  609f  to  909f  (5  years) 
has  been  achieved  with  the  addition 
of  a  partial  omentectomy.^ 

Even  in  the  patients  with  early 
disease,  i.e..  Stage  I.  subsequent 
therapy  at  the  present  time  appears 
to  be  mandatory  in  order  to  increase 
survival.  Instillation  of  P-32  into  the 
abdomen,  irradiation  therapy  to  the 
pelvis  and  upper  abdomen  or 
chemotherapy  may  be  employed. 
Since  all  appear  to  be  equally  effec- 
tive, we  currently  favor  P-32  be- 
cause of  the  low  er  cost  to  the  patient 
and  the  ease  of  use. '  This  can  be 
given  during  the  immediate  post- 
operative recuperative  period  and 
does  not  lengthen  the  patient's  hos- 
pital stay. 

THE  DAY  OF  TREATING  OVAR- 
IAN CARCINOMA,  EVEN  EARLY 
STAGE,  WITH  SURGERY  ONLY 
SHOULD  BE  ANCIENT  HISTORY 
EXCEPT  IN  RARE  SITUATIONS. 

In  patients  who  have  consider- 
able disease  within  the  peritoneal 
cavity  surgery  should  endeavor  to 
remove  all  of  the  disease  that  is  re- 
sectable C'debulking""  of  tumor). 
Many  times,  in  what  appears  to  be  a 
hopeless  situation,  one  can,  with 
time  and  expertise,  remove  much  if 
not  all  of  a  gross  tumor  from  the 
abdominal  cavity.  Prognosis  in  pa- 
tients u  ith  ovarian  carcinoma  is  di- 
rectly related  to  the  amount  of  the 
disease  left  behind  after  surgery. 
Even  when  only  minimal  debulking 
is  possible,  every  attempt  should  be 
made  to  remove  the  ovaries  for 
adequate  and  accurate  evaluation. 
Postoperatively,  additional  therapy 
is  required.  If  gross  disease  re- 
mains, then  the  instillation  of  P-32 
should  net  be  given,  as  its  effective- 
ness is  only  3-5  mm  in  depth.  If 
tumor  nodules  2  cm  or  less  in  diame- 
ter are  present,  radiation  therapy  to 
both  the  pelvis  and  upper  abdomen 
or  chemotherapy  can  be  effective 
methods  of  treatment.   If  tumor 
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aggregates  greater  than  2  cm  remain 
after  surgery,  the  effectiveness  of 
radiation  decreases  sharply.  To  ir- 
radiate large  tumor  masses  in  the 
abdomen  and  pelvis  is  only  adding 
to  the  misery  of  the  patient  without 
appreciable  effect.  In  these  in- 
stances chemotherapy  using  one  of 
the  alkylating  agents  (Alkeran, 
Chlorambucil.  Thio-Tepa,  Cytox- 
an, Nitrogen  Mustard)  is  the  treat- 
ment of  choice.  Instillation  of  drugs 
such  as  Thio-Tepa  into  the 
peritoneal  cavity  at  the  time  of 
surgery  has  not  been  shown  to  be  of 
any  appreciable  benefit.  It  is  much 
better  to  give  these  drugs  systemi- 
cally  for  a  more  appropriate  blood 
level.  We  prefer  to  use  Alkeran  with 
pulse  dose  (0.2  mgm/kg/d  for  5  days 
every  month)  because  of  the  ease  of 
administration  and  minimal  side  ef- 
fects. The  main  side  effect  of  all  of 
the  alkylating  agents  is  depressed 
hemopoietic  system  and,  as  a  result, 
frequent  blood  counts  are  required 
and  are  essential  before  every  dose 
of  the  drug,  particularly  if  used  in  a 
pulse  fashion.  One  should  expect  a 
40-509f  objective  response  rate  to 
the  alkylating  agents  when  used  in 
these  patients. 

Some  patients,  even  those  with 
far  advanced  ovarian  cancer  at  the 
time  of  their  initial  surgery,  will  ex- 
perience a  complete  disappearance 
of  the  remaining  tumor  with 
chemotherapy.  Inoperable  disease 
may  be  made  operable  in  a  few 
months  and  the  so-called  "second 
look""  exploratory  laparotomy  with 
removal  of  remaining  tumor  can  add 
immensely  to  prospects  of  survival 
in  these  patients.  Chemotherapy 
may  be  continued  after  the  second 
surgery  depending  on  the  length  of 
time  the  drug  w  as  given  initially,  the 
operative  findings  and  the  ability  to 
remove  all  of  the  remaining  tumor  at 
the  "second  look""  operation. 

Aggressive  management  of  pa- 
tients with  ovarian  cancer  using 
surgery,  radiation  and/or  chemo- 
therapy, can  accomplish  relatively 
good  results,  particularly  if  the 
malignancy  is  found  early.  The 
treatment  outline  applies  to  the 
epithelial  lesions  of  the  ovary  (se- 
rous, mucous,  endometroid  and 
adenocarcinoma)  which  account  for 
approximately  85%  of  all  ovarian 


cancers.  Treatment  of  germ  cell  and 
gonadal  stromal  lesions,  occurring 
most  frequently  in  children  and  ado- 
lescents, must  be  individualized. 
THE  FUTURE 

Tumor-associated  antigens  to 
ovarian  carcinoma  have  been  iden- 
tified and.  although  immunological 
diagnosis  of  ovarian  cancer  is  still  in 
the  future,  this  would  appear  to  be 
our  best  chance  of  making  an  early 
diagnosis  in  ovarian  cancer.  Some- 
day it  may  be  possible  at  the  time  of 
routine  examination  to  draw  a  blood 
sample,  have  it  evaluated  —  much 
as  we  do  a  Pap  smear  now  —  and 
thereby  identify  a  preinvasive  or 
early  stage  carcinoma  of  the  ovary. 
As  such  sophisticated  diagnostic 
techniques  are  developed,  routine 
screening  can  become  an  actuality. 
With  the  discovery  of  early  disease, 
death  rates  from  this  cancer  will  de- 
crease as  they  have  in  cervical 
malignancy.  Early  cancer  of  the 
ovary  cannot  be  regarded  lightly. 
Only  with  the  recognition  that  early 
ovarian  cancer  is  potentially  a  far 
advanced  lesion  when  initially  diag- 
nosed (microscopic  undetected 
capsule  rupture)  can  appropriate 
aggressive  therapy  hope  to  raise  the 
survival  rate  of  early  ovarian  cancer 
victims  to  that  of  individuals  with 
early  uterine  disease. 

The  use  of  immunotherapeutic 
agents  is  being  tested  in  many  tumor 
models.  To  date,  these  have  not 
been  w  idely  used  in  ovarian  cancer, 
although  at  the  present  time  at  the 
Duke  University  Medical  Center  we 
are  evaluating  immunotherapy  in 
conjunction  with  chemotherapy  in 
these  patients.  This  approach  has 
proved  helpful  in  other  tumor  mod- 
els and  we  are  hopeful  that  it  might 
add  appreciably  to  the  survival  of 
patients  with  ovarian  carcinoma 
and,  in  turn,  reverse  the  increased 
mortality  trend  that  has  taken  place 
in  the  United  States  over  the  last 
several  decades. 
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How  to  Best  Utilize  Your  Community 
IVIental  Health  Center 

Ramon  Florenzano,  M.D.,  and  David  Raft,  M.D. 


ABSTRACT  The  primary  physi- 
cian can  and  should  play  a  key  role  in 
the  operation  of  his  community  men- 
tal health  center  both  in  the  direct 
patient  care  area  and  in  community 
consultation  and  education.  The 
physician  can  collaborate  with  the 
center  using  his  expertise  in  phar- 
macotherapy, evaluation  and  man- 
agement of  alcohol  and  drug  toxic 
crises.  The  center  can  offer  the 
physician  consultation  in  handling 
psychosticial  problems  of  his  patients 
or  help  in  using  alternative  treatment 
settings  such  as  day  hospitals  or 
halfway  houses.  Issues  that  impair  a 
good  working  relationship  between 
physicians  and  mental  health  centers 
are  conflict  of  interest,  distortion  of 
expectations  and  personal  prej- 
udices. Mutual  awareness  of  each 
other's  resources  and  weaknesses  is 
essential  for  harmonious  and 
cooperative  care. 

AS  the  result  of  the  Community 
Mental  Health  Act  passed  by 
Congress  in  1964,  around  500  com- 
munity mental  health  centers 
(CMHCs)  have  been  established 
across  the  nation  at  a  cost  of  about 
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SI. 2  million  each.  The  National 
Center  for  Health  Statistics'  has  es- 
timated that  about  20  million  adults 
in  the  United  States  experienced 
severe  psychological  distress  and 
one  of  the  objectives  of  the  mental 
health  center  legislation  was  to  pro- 
vide help  for  that  segment  of  the 
population.  After  more  than  a  de- 
cade of  operation,  many  centers  are 
actively  attempting  to  meet  this 
vital  need  of  our  society.  Critics  of 
the  program  have  charged  that 
CMHCs  do  not  respond  adequately 
to  local  community  concerns.  The 
primary  physician  can  play  a  key 
role  and.  indeed,  has  a  social  re- 
sponsibility to  the  community  and 
to  his  patients  to  see  that  the  centers 
are  fully  and  competently  used. 
This  is  especially  true  since  new 
psychiatrists  are  being  produced  at 
a  minimal  rate  to  replace  those  lost 
by  death  or  retirement  and  the  mal- 
distribution of  psychiatrists  is 
worse  than  that  of  other  phy- 
sicians.- 

The  Role  of  Community  Mental 
Health  Centers 

General  services  offered  by  a 
CMHC  are  clinical  and  community 
consultation.  The  first  serves  the 
patient  directly:  the  second  at- 
tempts to  reach  the  patient  indi- 
rectly through  his  primary  physi- 


cian, public  health  nurses,  social 
service  agencies  and  law  enforce- 
ment officials.  Direct  patient  care  at 
times  obscures  an  important  func- 
tion of  the  CMHC:  consultation 
aimed  at  more  effective  manage- 
ment and  prevention  of  mental  ill- 
ness. 

Often  the  primary  physician  does 
not  look  beyond  the  direct  services 
that  a  CMHC  offers.  He  can  be  ex- 
tensively involved,  however,  in  the 
second  major  function,  community 
consultation.  For  example,  he  can 
help  the  center  reduce  the  number 
of  patients  in  mental  hospitals  by 
using  the  community  facilities  for 
short-term  care.  By  early  detection 
and  intervention,  the  family  physi- 
cian can  shorten  the  length  of  illness 
and  help  reduce  the  disability  of 
those  who  suffer  from  chronic  men- 
tal disorders.  In  addition,  the  con- 
stant flux  of  new  trade  names  into 
the  psychopharmacological  scene 
and  variations  in  prescribing  (i.e.. 
intramuscular  vs.  oral,  single  vs. 
multiple  doses,  etc.)  make  one 
skilled  in  rational  use  of  these  drugs 
extremely  valuable  to  CMHC  pro- 
grams. 

Mobilizing  "social  supports"  is 
another  task  requiring  expert 
knowledge  about  available  re- 
sources, which  are  constantly 
changing.  Centers  such  as  these 
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offer  up-to-date  advice,  for  in- 
stance, about  how  to  obtain  finan- 
cial iielp  for  the  patient  from  the 
Department  of  Social  Services 
through  the  new  Title  XX  legislation 
or  how  to  get  him  training  throLigh 
Vocational  Rehabilitation  Services 
so  he  can  return  to  full  employ  mcni. 

What  Should  the  Doctor  Ask  of  a 
CMHC? 

The  relationship  between  the 
family  practitioner  and  a  CMHC 
should  be  one  of  "coordinate  inter- 
dependence" where  each  side  is 
flexible  in  relation  to  the  other.  This 
is  a  mutually  active  process:  unless 
the  physician  actively  requests  con- 
sultation from  the  CMHC.  he  is  not 
likely  to  receive  services  adequate 
for  his  needs. 

Because  services  available  at 
each  center  are  so  diverse,  the 
referring  physician  must  be 
thoroughly  familiar  with  those 
available  in  his  community.  Some 
CMHCs  are  equipped  with  full 
psychiatric,  psychological  and  so- 
cial services:  others  may  offer 
specialized  services  for  children: 
some  ha\e  particular  skills  in  treat- 
ing family  problems.  (Jccasionally. 
a  center  is  limited  to  brief  evalua- 
tions and  dispensing  of  psychoac- 
tive drugs. 

Because  the  community  mental 
health  center  concept  is  a  relatively 
new  one.  many  people  do  not  use  its 
services  because  they  are  unav\are 
that  it  is  available.  This  lack  of 
awareness  is  particularly  tragic 
among  patients  with  major 
psychiatric  disturbances  (such  as 
schizophrenia  or  affective  disor- 
ders) when  the\  return  from  hos- 
pitalization in  the  state's  mental 
hospitals.  The  control  of  the  acute 
psychotic  episode  in  an  inpatient 
setting  is  only  the  first  step  tov\  ard 
rehabilitation:  a  careful  re-entry 
into  the  community  and  a  super- 
vised, well-planned  monitoring  of 
the  effects  and  amount  of  psycho- 
active substances  prescribed  at  dis- 
charge are  essential  to  prevent  re- 
lapses and  new  hospitalizations. 
Some  of  these  patients  would  like  to 
forget  what  happened  to  them  and 
for  this  or  another  reason  will  avoid 
follow-up  at  a  local  mental  health 
center.  They  will  be  quite  willing. 


though,  to  continue  seeing  their 
regular  physician.  v\ho  will  ustialh 
be  able  to  deliver  the  after-care 
needed.  Establishment  of  rapport 
w  ith  the  center  staff  w  ill  allow  the 
physician  lo  adjust  the  kind  and 
amount  of  ps\cht>tropic  medication 
or  to  ""tailor""  the  community  read- 
justment plan  to  his  patient"s  needs. 

Other  areas  of  valuable  interac- 
tion between  the  primary  physician 
and  mental  health  professionals  is  in 
alcoholism  and  drug  abuse.  The 
emergency  handling  of  acute  intoxi- 
cations, drug  overdoses  and  moder- 
ate to  severe  withdrawal  states  re- 
quires the  knowledge  and  skills  of  a 
physician:  in  any  comprehensive 
treatment  plan  for  the  chemically 
dependent  person,  there  is  a  need 
forstrtMig  medical  involvement.  On 
the  other  hand,  the  psychiatrist, 
psychologist  or  counselor  at  the 
center  can  in  other  ways  help  the 
patient  develop  a  drug-free  lifestyle. 
The  center  can  offer  psychotherapy 
(ver\  often  in  a  group)  which  gives 
the  patient  an  opportunity  to  under- 
stand and  change  behavioral  pat- 
terns that  lead  to  drinking  or  abus- 
ing drugs.  CMHC  professionals  can 
also  put  the  patient  in  touch  with 
community  resources,  such  as  Al- 
coholics Anonymous,  and  can 
counsel  his  relatives  to  help  them 
understand  the  problems  and  deal 
with  the  consequences  of  the  de- 
structive drinking  pattern  or  to  refer 
them  to  alternative  support  groups 
such  as  Al-.Anon  or  AI-,Ateen. 

A  ph\  sician  referring  a  patient  to 
a  mental  health  center  should  ask 
for  a  precise  examination.  If  the 
patient"s  intelligence  is  in  question 
or  brain  damage  is  suspected,  the 
physician  should  request  a 
psychological  examination  de- 
signed to  assess  organic  brain  func- 
tions. Then  the  psychologist  will 
administer  specific  tests  of  mem- 
ory, comprehension  and  retention 
of  facts.  Merely  asking  for  a  general 
consultation  may  result  in  an  incor- 
rect or  an  incomplete  answer  unless 
the  patient  is  obviously  demented, 
in  which  case  the  examination  may 
be  redundant.  If  the  primary  physi- 
cian suspects  psychosis,  he  should 
indicate  this  possibility  so  that  tests 
sensitive  to  thought  disorder  (such 
as  the  Rorschach)  may  be  adminis- 


tered and  weighted  in  the  diagnosis. 

Other  therapeutic  modalities  of- 
fered in  most  community  mental 
health  centers  are  intermediate  care 
facilities  (day  hospitals,  halfway 
houses,  quarterwav  houses).  To  the 
physician  who  ihmks  in  terms  of  in- 
patient vs.  outpatient,  these  ap- 
proaches are  unfamiliar:  however, 
many  patients  who  function  well 
and  feel  good  as  long  as  they  are  in  a 
structured  environment  (such  as  a 
hospital  ward)  benefit  from  inter- 
mediate facilities.  If  they  are  dis- 
charged. the\  can  decompensate 
quite  quickly,  perceiving  their  life 
situation  as  too  chaotic,  depriving 
or  hostile.  A  stepwise  transition  out 
of  the  hospital  can  do  much  for  this 
"overdependent"'  population  since 
halfway  house  and  day  hospital 
staffs  are  usually  trained  to  provide 
support  while  encouraging  the 
client  to  resume  a  useful,  indepen- 
dent social  role. 

Consultation  betw  een  a  physician 
and  a  mental  health  center  may  in- 
volve a  specific  case  or  a  general 
discussion  on  the  management  of  a 
case  without  referring  the  patient. 
In  addition,  the  physician  may  re- 
quest a  particular  program  for  a 
patient  or  a  group  of  patients.  In 
practice,  the  latter  two  types  of  con- 
sultation are  not  fully  used  by 
physicians.  For  example,  a  patient 
on  psychotropic  medication  may 
develop  side  effects  and  the  physi- 
cian may  consult  the  psychiatrist  at 
the  center  for  advice.  Similarly, 
management  of  a  difficult  patient 
may  require  consultation  to  explore 
new  avenues  to  deal  with  a  particu- 
lar problem. 

Why  Some  Physicians  Hesitate  to 
Refer 

Some  have  spoken  of  antagonism 
between  the  primary  physician  and 
the  CMHCs.'  Even  if  this  vvere  a 
generalization,  and  there  is  the  im- 
pression that  in  rural  areas  this  rela- 
tionship has  been  quite  cooperative, 
it  is  true  that  communication  be- 
tween the  physician  and  CMHCs  in 
some  other  areas  has  been  poor  due 
to  a  poor  understanding  of  their 
mutual  role  in  delivering  health 
care.  Despite  his  personal  feelings 
or  philosophy,  the  primary  physi- 
cian should  recognize  that  the  pub- 
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licly  funded  CMHC  is  available  to 
all  who  need  and  want  its  services. 

If  the  physician  looks  to  the 
CMHC  to  "cure""  his  mentally  ill 
patients,  he  will  be  disappointed, 
for  mental  illness  is  elusive  of  defini- 
tion. From  almost  any  vantage 
point,  emotional  illnesses  are  dif- 
ficult to  resolve.  The  preventive  as- 
pect of  psychiatric  illness  as  a  major 
goal  of  mental  health  centers  calls 
for  early  referral  of  patients.  For 
example,  a  woman  who  has  had  an 
abortion  under  difficult  cir- 
cumstances may  be  referred  for  an 
opinion;  a  child  with  a  behavior 
problem  in  school  may  be  suffering 
from  a  reading  disability  that  can  be 
easily  diagnosed  through  psycho- 
logical evaluation.  Early  detection 
here  may  prevent  serious  trouble  la- 
ter. 

The  physician,  especially  if  he  is 
just  starting  a  practice,  sometimes 
considers  the  center  is  in  competi- 
tion with  him  for  his  patients.  This  is 
rarely  true.  He  should  bear  in  mind 
that  the  CMHC,  if  the  referring 
physician  so  desires,  operates  in  a 
consultative  capacity  only  and  that 
he  is  under  no  compulsion  to  accept 
the  center's  recommendation.  In 
fact,  many  consultants  realize  that 
the  primary  physician  is  in  the  best 
position  to  judge  which  of  several 
suggested  alternatives  is  best  suited 
for  a  particular  patient. 


Finally,  the  physician  very  often 
is  not  aware  that  many  CMHC  staff 
members  are  unfamiliar  with  stan- 
dard medical  procedures  and  ter- 
minology. As  trained  professionals 
in  social  work,  psychology,  coun- 
seling or  other  fields,  they  require 
thorough  explanations  about  what 
is  going  on  medically  with  their 
clients.  The  physician  can  acknowl- 
edge the  professional  capacity  of 
the  consultant  by  respecting  his 
opinion  and  can  strengthen  the 
working  relationship  by  referring 
patients  who  have  a  reasonably 
favorable  prognosis. 

Shortcomings  of  the  Consultant 
Agency 

The  CMHC  is  often  at  fault  when 
there  is  ill  feeling  between  it  and  the 
physicians  in  the  community.  This 
stems  largely  from  the  fact  that  the 
non-medical  nature  of  the  center 
often  results  in  insensitivity  to  the 
problems  of  the  practitioner.  For 
example,  a  consultant  may  not  be 
aware  that  a  patient  who  visits  the 
center  during  regular  working  hours 
for  emotional  counseling  may  call 
on  the  physician  at  odd  and  incon- 
venient hours.  Consultants  to  the 
CMHC  may  come  from  neighboring 
academic  institutions.  Their  exis- 
tence in  an  "ivory  tower" "  may 
mean  they  do  not  understand  the 
problems  of  the  medical  practition- 


ers in  a  community. 

Another  common  misconception 
is  that  the  CMHC  is  a  forerunner  of 
socialized  medicine  and  federal 
bureaucracy.  Even  though  the  cen- 
ters were  heavily  supported  with 
federal  funds  in  the  l%Os.  the  trend 
in  recent  years  toward  more  state 
and  local  support  for  the  CMHCs 
offers  an  excellent  opportunity  for 
medical  communities  to  be  active 
and  to  have  a  strong  voice  in  man- 
agement of  their  centers. 

Primary  physicians  can  be  a  tre- 
mendous source  for  early  recogni- 
tion and  the  prevention  of  disabling 
mental  illness.  Thus,  an  alienated 
medical  community  hampers  the 
work  of  a  CMHC.  A  study  in  Boston 
shows  that  the  ratio  of  patients 
cared  for  by  CMHCs  to  those  cared 
for  by  the  private  practitioner  or 
clinic  is  1:13.^  Since  the  mental 
health  center  is  obligated  to  cooper- 
ate with  other  providers  of  .health 
care  if  it  hopes  to  reach  a  large 
number  of  people,  the  contribution 
of  the  medical  community  is  man- 
datory. 

References 

1  National  Center  for  Health  Statistics.  Selected 
Symptoms  of  Psychological  Distress.  United  Stales  Vital 
and  Health  Statistics.  Series  II.  No  37.  Department  of 
Health.  Education  and  Welfare.  Rockville.  Md..  lifVO. 

;!  Ochberg  FM;  t_ommunity  mental  health  center  legisla- 
tion: llight  of  the  phoenix  Am  1  Psychiatry  L33:.Sf>-6i. 
llTfi 

3  Boms  J:  The  Pnmarv  Physician  and  t  ommunity  Mental 
Health,  eurrenl  Medical  Dialogue,  luly  I'J?:,  73-^-746 

4  Hirshowitz  RG;  Community  Mental  Health  Current 
Medical  Dialogue,  July  ISI72,  7:6-731 


A  first  in  public  health  for  the  nation.  Dr.  George  M.  Cooper's  statement  on  family  planning  still  stands 
forty  years  later.  Said  Dr.  Cooper: 

There  is  not  any  argument  about  the  necessity  for  attempting  to  prevent  further  births  by 
the  woman  who  has  eight  or  ten  children  and  who  is  diseased  and  whose  life  would  be  in 
jeopardy  by  further  childbearing.  The  problem  is  to  do  something  about  it  before  that  stage 
is  reached.  .  .  . — Letter  to  local  health  directors,  dated  November  15,  1937 
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How  to  Be  An  Expert  Witness 


Robert  Rollins,  M.D. 


ABSTRACT  Physicians  frequently 
feel  uncomfortable  in  court  because 
they  are  removed  from  familiar  sur- 
roundings and  routines.  \N  ith  an  un- 
derstanding of  the  rituals  and  rules,  a 
physician  can  adapt  and  perform 
successfully  in  this  alien  system.  A 
trial  is  a  contest  between  two  sides 
alleging  different  sets  of  facts.  Each 
side  is  charged  to  introduce  all  favor- 
able evidence  and  keep  out  or  im- 
peach unfavorable  evidence.  The 
goal  of  this  adversary  system  is  jus- 
tice, not  truth.  The  physician  can 
have  an  important  role  in  providing 
information  to  the  decision  makers. 
Although  the  physician  may  prefer  to 
avoid  involvement,  he  can  be  com- 
pelled to  appear  in  court  and  to  pro- 
duce his  records.  This  paper  dis- 
cusses how  to  comply  with  the  least 
inconvenience  to  the  physician  and 
the  greatest  service  to  the  court. 

HOW  ONE  BECOMES  A 
WITNESS 

AN  ordinary  witness  can  testify 
to  things  he  knows  through 
personal  knowledge  but  he  cannot 
give  opinions  or  relate  what  he  was 
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told  by  another.  An  expert  vs  itness 
is  allowed  to  give  opinions  in  his 
area  of  special  knowledge  when 
they  are  based  on  facts  introduced 
into  evidence.  In  a  civil  case,  aeon- 
test  between  two  parties,  the  issue 
is  decided  by  the  greatest  weight  of 
evidence.  Criminal  cases  require 
proof  beyond  a  reasonable  doubt. 

A  physician  may  be  called  as  an 
expert  v\  itness  to  testify  about  a  pa- 
tient he  has  seen  in  his  regular  prac- 
tice or  he  may  be  retained  specifi- 
cally for  the  purpose  of  examination 
after  legal  action  is  contemplated. 
Pre-court  procedure  in  these  in- 
stances is  discussed  separately. 

PRE-COIRT 

At  the  time  he  examines  a  patient, 
a  physician  may  anticipate  eventual 
legal  action  if.  for  instance,  the  pa- 
tient comes  as  a  result  of  an  acciden- 
tal injury.  Otherwise,  the  physician 
will  probably  first  hear  of  legal  ac- 
tion from  the  patient  or  the  patient's 
attorney.  If  he  talks  with  the  attor- 
ney, he  should  be  certain  the  attor- 
ney has  the  patient's  written  con- 
sent. This  initial  discussion  can 
terminate  the  suit  or.  at  least,  the 
physician's  involvement  if  his  opin- 
ion is  not  helpful  or  if  the  attorney 
concludes  that  there  is  no  basis  for 
suit. 

From  the  first,  the  physician  must 
keep  in  mind  his  role  as  an  expert 


\sitness.  one  who  presents  sound 
opinions  based  on  his  assessment  of 
the  situation.  The  attorney  and  the 
client  are  advocates  for  their  own 
position.  Objectivity  is  difficult  in  a 
situation  where  each  opinion 
pleases  one  side  and  displeases  the 
other. 

The  physician  may  be  contacted 
by  the  opposing  attorney  if  someone 
brings  suit  against  his  patient.  In 
this  case,  he  should  reveal  no  in- 
formation without  written  consent 
from  the  patient. 

At  the  initial  conference  \\  ith  the 
attorney,  the  physician  will  disclose 
his  findings.  He  should  remember 
that  the  attorney  is  not  trained  in 
medicine  and  should  make  every  ef- 
fort to  be  clearly  understood,  since 
his  findings  may  affect  the  course  of 
action  contemplated.  The  physician 
may  suggest  at  this  point  additional 
consultation  by  other  physicians. 

If  the  physician  is  retained  specif- 
ically for  an  evaluation  after  a  suit 
is  contemplated,  he  may  take  addi- 
tional steps.  He  first  meets  with  the 
client's  attorney  to  go  over  the  is- 
sues of  the  case  and  to  learn  all  he 
can  about  it.  He  then  arranges  to 
examine  the  patient.  After  prepar- 
ing a  w  ritten  report .  he  may  discuss 
further  with  the  attorney  the  evalua- 
tion and  hovs  the  findings  will  be 
presented  in  court. 

In  either  circumstance  the  physi- 
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cian  will  agree  with  the  attorney  on 
a  fee  for  the  physician's  services. 
This  will  usually  be  an  hourly  rate 
covering  all  time  devoted  to  the 
case.  The  physician  may  clarify 
whether  the  attorney  will  guarantee 
payment  of  the  fee  or  if  the  physi- 
cian should  arrange  payment  with 
the  patient.  Contingency  fees,  those 
depending  on  the  outcome  of  the 
case,  are  unethical.  It  is  suitable  to 
obtain  a  retainer  to  cover  estimated 
services  and  then  to  refund  any  bal- 
ance. A  physician  may  be  asked 
during  cross-examination  about  his 
fee  arrangements  in  an  effort  to  dis- 
credit his  testimony.  If  so.  he  should 
state  accurately  whatever  arrange- 
ments were  made. 

The  physician  u  ill  receive  a  sub- 
poena, a  legal  document  directing 
him  to  appear  in  court  at  a  specific 
time  and  place,  and  failure  to  com- 
ply could  result  in  sanctions  im- 
posed by  the  trial  judge.  The  sub- 
poena usually  sets  the  time  of  the 
beginning  of  the  trial  and  gives  the 
name  of  the  attorney  requesting  the 
physician's  appearance.  The  physi- 
cian should  then  call  the  attorney 
and  determine  the  approximate  day 
and  time  he  should  be  in  court.  The 
attorney  will  then  keep  the  physi- 
cian posted  by  telephone  of  the 
progress  of  the  trial  and  the  physi- 
cian can  be  on  stand-by.  It  is  advis- 
able to  learn  in  advance  the  exact 
location  of  the  courtroom  and  the 
availability  of  parking  facilities. 

IN  COURT 

On  arrival  in  the  courtroom  the 
physician  sits  at  the  front  of  the 
spectator  section.  He  should  catch 
the  eye  of  the  attorney  or  ask  a  dep- 
uty sheriff  to  tell  the  attorney  of  his 
arrival.  The  physician  then  waits 
until  he  is  needed.  Since  the  legal 
process  often  moves  slower  than 
the  attorney  anticipates,  the  physi- 
cian may  arrange  with  the  attorney 
to  wait  in  an  adjacent  room  where 
he  can  read  or  work.  While  in  the 
courtroom,  however,  he  must  be 
quiet  and  not  offend  the  dignity  of 
the  court  by  loud  conversation  or 
reading. 

At  the  appropriate  time  the  attor- 
ney will  call  the  physician  to  the 
witness  stand.  Before  being  seated, 
he  must  place  his  left  hand  on  the 


Bible,  raise  his  right  hand,  and  an- 
swer "I  do"  to  the  oath  recited  by 
the  clerk.  The  witness  may  choose 
to  "affirm"  rather  than  taking  an 
oath  on  the  Bible.  In  this  case,  he 
raises  his  right  hand,  listens  to  the 
oath  and  says.  "I  affirm." 

After  the  physician  is  seated,  the 
attorney  must  qualify  him  as  an  ex- 
pert witness.  This  he  does  by  asking 
a  series  of  questions  about  the 
physician's  training,  experience, 
licenses,  honors  and  offices.  The 
physician  may  have  given  the  attor- 
ney information  about  his  training 
and  experience  beforehand.  Mod- 
esty is  not  necessary,  but  accuracy 
is.  A  physician  should  not  exagger- 
ate his  qualifications.  If  he  lists  him- 
self as  a  consultant  at  Prestigious 
Hospital,  he  may  be  asked  when  he 
was  there  last  and  the  extent  of  his 
current  duties.  It  is  better  that  he  list 
only  those  items  giving  a  realistic 
picture  of  his  experience  and  train- 
ing. The  opposing  attorney  may 
grant  that  the  doctor  is  an  expert 
and  thereby  stop  this  process,  but 
the  attorney  calling  the  physician 
may  want  the  jury  to  hear  the  wit- 
ness' qualifications.  Should  oppos- 
ing counsel  challenge  a  witness' 
qualifications,  the  judge  will  ordi- 
narily rule  that  the  physician  is  qual- 
ified as  an  expert  in  medicine  or 
perhaps  some  medical  specialty. 

The  attorney  calling  the  physician 
begins  the  direct  examination.  He 
can  either  ask  the  witness  open- 
ended  questions  which  call  for 
explanatory  responses  or  make 
statements  calling  for  a  yes  or  no 
response.  This  questioning,  cover- 
ing issues  previously  discussed  by 
physician  and  the  attorney,  will 
bring  out  facts  favorable  to  the  at- 
torney's position.  As  a  matter  of 
form,  the  witness  is  asked,  "Do  you 
have  an  opinion?"  If  he  replies 
"yes."  he  is  then  asked,  "What  is 
your  opinion?"  North  Carolina 
procedure  requires  that  attorneys 
remain  seated  during  the  examina- 
tion. 

The  court  reporter  records  all  tes- 
timony and  may  interrupt  to  ask 
clarification  if  he  misses  a  response. 
The  opposing  attorney  may  inter- 
rupt with  "objection"  if  he  feels 
that  a  question  or  response  is  im- 
proper. Should  this  occur,  the  wit- 


ness should  remain  silent  until  the 
judge  has  ruled  on  the  objection. 
This  may  require  a  conference  be- 
tween the  attorneys  and  the  judge. 
The  witness  will  be  told  w  hether  to 
answer  a  question  that  has  pro- 
voked an  objection.  The  jury  is 
sometimes  sent  out  of  the  court- 
room so  that  testimony  can  be  heard 
and  evaluated  by  the  judge  to  de- 
termine if  it  is  proper  evidence  for 
the  jury  to  hear. 

After  direct  examination,  the  op- 
posing attorney  will  cross-examine. 
In  this  way,  the  witness'  statements 
are  challenged  and  opposing  infor- 
mation is  introduced.  If  the  physi- 
cian has  done  a  thorough  examina- 
tion, made  a  valid  assessment  and 
states  his  findings  in  a  reasonable. 
way,  he  will  have  little  difficulty 
with  cross-examination.  The  oppos- 
ing attorney  may  challenge  vague, 
unsound  or  overstated  opinions  and 
may  try  to  bring  out  any  factors  that 
could  lessen  the  impact  of  the 
physician's  testimony.  If,  on 
cross-examination,  a  witness  is  con- 
fronted with  new  information,  he 
may  have  to  revise  his  assessment. 
Again,  he  should  simply  provide  an 
honest  response,  since  his  role  is 
providing  information,  not  defend- 
ing a  position. 

A  common  practice  among  attor- 
neys is  to  familiarize  themselves 
with  articles  written  by  authorities 
in  the  expert's  field  and  question  the 
witness  on  them  in  an  effort  to  dis- 
credit his  testimony.  If  the  physi- 
cian is  unfamiliar  with  the  material, 
he  should  simply  say  so.  A  common 
mistake  by  an  expert  witness  is  try- 
ing to  explain  things  he  does  not 
know  or  why  he  does  not  know 
them. 

A  good  attorney  will  prepare  his 
expert  for  cross-examination  and  if 
he  does  not,  the  expert  should  re- 
quest it.  The  legal  trial  is  a  highly 
specialized  and  sophisticated  game 
played  by  trained  and  experienced 
players.  The  expert  witness  is  an 
outsider  and  the  better  prepared  he 
is  the  easier  it  will  be  for  him  during 
cross-examination  and.  therefore, 
the  better  witness  he  will  be.  After 
cross-examination  attorneys  for 
both  sides  may  question  the  witness 
further. 

The  device  of  the  "hypothetical 
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question"  may  be  used  to  present  to 
the  witness  facts  introduced  in  tes- 
timony before  his  appearance.  The 
witness  will  be  asked  to  assume  a 
set  of  facts  and  then  to  respond  to  a 
question  based  on  those  assump- 
tions. 

RIGHTS  AND  OBLIGATIONS  OF 
THE  WITNESS 

The  witness  must  answer  all 
questions  truthfully  to  the  best  of 
his  ability.  To  the  extent  that  he  can 
provide  sound  basis  and  reasoning 
for  any  opinions  that  he  expresses, 
he  will  make  a  better  appearance. 
He  should  express  himself  in  words 
and  volume  so  that  he  can  be  heard 
and  understood  by  the  jury.  Physi- 
cians seem  to  have  a  hard  time 
avoiding  technical  language  and 
expressing  themselves  in  terms  that 
can  be  understood  by  non-physi- 
cians. In  some  cases,  charts  and 
diagrams  can  help. 

The  physician  should  answer 
each  question  truthfully,  regardless 
of  the  effect  of  his  testimony.  Once 
on  the  witness  stand,  he  is  obligated 
to  the  truth  and  the  court,  not  to 
either  side.  His  primary  objective  is 
providing  medical  knowledge,  not  a 
legal  victory. 

The  witness  may  direct  his 
answers  to  the  questioner  or  to  the 
jury.  He  should  answer  only  the 
question  asked.  The  attorney's  fail- 
ure to  ask  a  specific  question  may  be 
tactical  or  accidental.  Pretrial  con- 
ference can  enhance  the  attorney- 
physician  communication,  but  once 
he  is  on  the  witness  stand,  the 
physician  can  answer  only  what  he 
is  asked. 


If  the  witness  does  not  under- 
stand a  question,  he  should  ask  that 
it  be  repeated  or  clarified.  If  he  is 
unable  to  reach  a  conclusion  or  does 
not  know  the  answer  to  the  ques- 
tion, he  should  say  so.  He  may 
change  his  opinion  and  is  free  to 
admit  an  honest  mistake. 

When  testifying,  the  witness  is 
protected  from  libel  or  slander  suits, 
but  this  protection  does  not  cover 
statements  to  others  during  the 
course  of  the  trial,  for  example, 
statements  to  the  press  during  a  re- 
cess. Severe  penalties  are  possible 
for  giving  false  testimony  and  the 
witness  may  be  charged  with  per- 
jury if  false  testimony  is  suspected. 

A  witness  should  not  discuss  the 
case  with  anyone  but  the  attorney 
issuing  the  subpoena  and  he  should 
avoid  conversation  with  jurors  dur- 
ing recesses.  Should  he  be 
threatened  outside  the  court,  he 
should  report  this  to  the  trial  judge, 
addressing  him  as  "your  honor. "" 

The  v\itness  should  be  appropn- 
ately  dressed.  He  should  not  argue 
or  lose  his  temper.  Generally,  he 
should  not  disparage  other  wit- 
nesses, although  it  is  appropriate  to 
indicate  a  difference  of  opinion  if 
asked. 

The  physician  may  be  asked  by 
the  attorney  t,o  listen  to  the  tes- 
timony of  other  physicians  and  to 
advise  the  attorney  about  cross-ex- 
amination. This  is  ill-advised,  since 
it  may  appear  unprofessional,  but  it 
is  within  the  bounds  of  ethical  be- 
havior. 

When  the  witness  completes  his 
testimony,  he  may  ask  the  judge  to 
permit  him  to  leave  the  courtroom. 


Remaining  to  see  how  the  case  turns 
out  may  suggest  to  the  jur\  that  he  is 
unduly  involved. 

PROBLEMS 

At  best,  the  uncertain  pace  of  the 
court  will  contrast  with  the  physi- 
cian's scheduled  activities  and  time 
will  be  wasted  waiting  in  the  court- 
room. The  physician  may  feel  re- 
stricted by  court  procedure  from 
saying  what  he  believes  to  be  the 
important  facts  and  he  may  be  af- 
fronted by  challenges  to  his  compe- 
tence and  credibility.  He  may  feel 
greater  allegiance  or  sympathy  to 
one  side  than  the  lUher.  thereby 
making  impartiality  difficult,  and  he 
may  feel  inclined  to  try  to  help  one 
side  more  than  the  other.  The  other 
side's  experts  may  express  different 
opinions.  The  physician's  ov\n  tes- 
timony may  not  "come  out  right"  in 
that  what  the  jurors  hear  may  differ 
from  what  he  vsishes  they  had 
heard.  He  may  ultimately  disagree 
with  the  outcome  of  the  case. 

CONCLUSIONS 

The  physician  as  an  expert  wit- 
ness may  express  opinions  about  an 
issue  whereas  an  ordinary  witness 
can  say  only  what  he  knows  to  be 
factual.  Careful  examination,  good 
documentation,  solid  reasoning  and 
truthful  responses  v\ill  enable  the 
physician  to  be  a  good  medical  w  it- 
ness. 
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it  mav  be  remark;ed  m  passing  that  the  doctors  are  sometimes  called  silly  because  they  spend  their  li\  es 
inventing  ua\s  of  controlling  diseases,  thereby  lessening  their  business.  That  is  a  stupid  view.  By 
preventing  the  epidemics  vve  keep  the  kids  alive  until  they  reach  old  age.  opulence,  and  achieve 
rheumatism  and  high  blood  pressure.  One  rheumatic  patient  will  produce  more  revenue  than  a  whole 
epidemic  of  measles.  1  can  prove  it  by  my  books.— A.  E.  Hcrttkr:  Horse  and  Buggy  Dot  tar.  Ri-prinud 
m  The  Health  Bulhtm^  July  1939. 
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Editorials 


LIVING  IS  DANGEROUS  TO  YOUR  HEALTH 

The  editorial  board  of  the  North  Carolina  Medical 
Journal  has  received  two  letters  in  regard  to  cigarette 
advertising  in  the  Journal  (see  "Correspondence"  in 
this  issue).  Both  letters  are  critical  of  this  advertising 
practice  by  Ihc  Journal.  The  editorial  board  discussed 
this  matter  at  length  in  its  last  meeting  and  voted  — 
Vk'ith  one  objection  —  to  continue  this  practice. 

The  points  mentioned  by  the  members  of  the  Jiuir- 
nal  board  in  defense  of  cigarette  advertising  are: 

(1)  Advertisements  are  clearly  labeled  in  the  Jour- 
nal. There  is  also  a  warning  in  the  advertisement  and 
on  each  package  of  cigarettes  —  Warning!  The  Sur- 
geon General  Has  Determined  That  Cigarette  Smok- 
ing Is  Dangerous  To  Your  Health. 

(2)  There  is  no  evidence  that  carbon  monoxide  or 
anything  else  from  cigarette  smoking  damages 
nonsmokers  or  that  nonsmokers  are  affected  by  the 
proximity  of  cigarette  smokers  except  in  terms  of  per- 
sonal taste.  There  seems  to  be  no  movement  on  the 
part  of  nonsmokers,  or  of  organizations  against  smok- 
ing to  eliminate  pipe  and  cigar  smoking. 

(3)  The  practice  of  monitoring  the  mores  of  sub- 
scribers is  not  the  Journal'. s  purpose.  If  this  were  so, 
we  should  be  obliged  to  reject  automobile  advertise- 
ments because  of  the  many  injuries  and  deaths  re- 
ported yearly  from  their  use.  We  should  take  into 
consideration  the  hazards  of  carbon  monoxide  on  the 
Los  Angeles  Freeway.  We  should  be  forced  to  con- 
sider claims  made  in  drug  advertising  with  which  we 
disagree  and  reject  some  drug  advertising  if  claims 
were  controversial.  We  should  examine  the  policy  of 
advertising  expensive  automobiles  (e.g.  the  Cadillac 
or  Rolls  Royce)  lest  such  advertising  would  suggest 
the  opulence  and  wealth  of  the  doctor  and  damage  his 
image.  We  should  question  the  ethics  of  advertising  by 
hospitals  (e.g.  mental  institutions)  and  other  health 
institutions.  Should  we  accept  advertisements  for 
health  insurance  because  of  third  party  interference  in 
patient  confidentiality?  Is  the  patient  fully  informed  of 
all  provisions  of  his  policy  when  he  buys  health  insur- 
ance advertised  in  the  Journal'.'  Experience  has  shown 
us  that  this  is  not  true.  When  we  establish  regulations 
in  advertising,  do  these  regulations  become  arbitrary? 
Witness,  for  example,  the  time,  cost  and  manpower 
that  go  into  regulations  by  the  Federal  Drug  Adminis- 
tration and  the  Federal  Communications  Commis- 
sion, often  resulting  in  useless,  poorly  understood  and 
sometimes  meaningless  orders  which  are  expensive, 
time  consuming  and  ultimately  inflationary  for  the 
consumer. 


The  editorial  board  welcomes  comments  on  this 
matter. 

Charles  W.  Styron,  M.D. 
Chairman,  Editorial  Board 

WHERE  THERE  IS  SMOKE  .  .  . 

Some  years  ago  the  Ne^v  Yorker,  a  well-edited,  at- 
tractive magazine,  established  a  policy  of  refusing 
cigarette  advertisements,  a  move  which  did  little  to 
disturb  its  profit  and  loss  statements,  perhaps  because 
it  continued  to  accept  advertisements  which  make 
strong  drink  seem  most  attractive.  Although  we  know 
that  alcohol  is  dangerous  to  health,  such  information  is 
not  provided  on  the  label  of  your  favorite  Scotch, 
bourbon  or  other  beverage  designed  to  cheer.  Pre- 
scription drugs  require  package  inserts  for  physicians 
to  read  and  we  are  under  obligation  to  explain  to 
patients  what  we  expect  to  achieve  positively  or  nega- 
tively by  prescribing.  The  cigarette  package  and  the 
proprietary  anodynes  containing  phenacetin  are 
clearly  labeled  as  threatening. 

A  chain  of  local  supermarkets  does  not  offer  beer 
and  wine  for  sale  presumably  because  its  proprietors 
believe  that  alcohol  "is  dangerous  to  your  health." 
eitherspiritual  orphysical.  This  move  hasn't  hurt  their 
business  either  but  they  do  welcome  customers  seek- 
ing cigarettes,  daiquiri  mix,  quinine  water  and  Rose's 
limewater. 

These  are  nice  ironies  which  are  further  exemplified 
by  the  implicatit>n  that  cigarettes  may  be  an  absolute 
evil.  Yet  Prohibition  in  the  United  States,  if  it  proved 
anything,  proved  that  people  will  seek  forbidden  fruit 
as  if  the  evidence  in  Genesis  weren't  sufficient.  While 
protesting  the  innt)cence  of  tobacco,  the  manufactur- 
ers of  cigarettes  have  systemically  sought  to  lower 
toxicity.  As  Gori'  has  recently  pointed  out.  the  to- 
bacco industry  has  made  considerable  progress  in 
lowering  toxicity  suggesting  that  one  therapeutic 
strategy  might  be  to  encourage  smokers  to  switch  to 
less  threatening  brands. 

During  the  barbarism  of  the  '60s  and  early  '70s,  the 
New  England  Journal  of  Medicine  published  several 
letters  from  those  who  thought  that  gifts  from  phar- 
maceutical firms  to  graduating  medical  students  might 
be  corrupting,  as  if  accepting  such  a  gift  impelled  the 
recipients  to  suspend  judgment  about  drugs.  That 
seemed  then  and  seems  now  to  reflect  a  lamentable 
lack  of  respect  for  the  intellectual  judgment  of  most  of 
us  who  struggle  rather  hard  to  maintain  objectivity 
about  what  we  are  doing. 

The  medical  profession  has  been  in  the  forefront. 
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warning  about  the  dangers  of  smoking  and  more  of  us 
have  stopped  smoking  than  almost  any  other  group  in 
this  country,  putting  our  money  where  our  mouth  is. 
as  it  were.  We  have  tried  to  analyze  medical  evidence 
dispassionately  and  have  acted  on  our  conclusions. 
But  our  actions  have  not  been  censorious:  they  have 
been  directed  toward  protecting  the  patients.  If  there 
are  safer  cigarettes,  it  might  be  important  that  our 
habit-ridden  patients  and  the  medical  profession  know- 
about  it. 

J.H.F 
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MIDWINTER   MEETING  OF  THE   EXECUTIVE 

COUNCIL  OF  THE 

NORTH  CAROLINA  MEDICAL  SOCIETY 

January  30.  1977 

The  ueek  before  the  annual  midwinter  meeting  of 
the  Executive  Council  may  be  remembered  by  most  as 
the  week  of  ""Roots.""  Driving  through  Alamance 
County  on  Interstate  8?  bound  for  Raleigh  on  a  bright 
blue,  almost  crystalline  day.  was  a  far  cry  from  the 
adventure  of  Chicken  George  more  than  a  century 
ago.  The  State  Medical  Society  had  not  been  estab- 
lished, it  would  be  27  years  (1889)  before  the  Gover- 
nor's Mansion  uould  rise  in  the  exuberant  intricacy  of 
the  Victorian  style  and  many,  many  years  before  the 
State  Society  would  become  the  Governor's  neighbor 
across  North  Person  Street. 

At  North  Person  Street  the  council  meeting  began 
on  time  and  was  run  with  dispatch.  After  introducing 
Stuart  Shadbolt.  the  newest  member  of  our  Raleigh 
contingent,  to  the  council  and  learning  from  Mrs. 
Martha  Martinat  that  the  auxiliary  is  framing  pictures 
of  society  presidents  from  1900  so  we  can  have  a 
portrait  gallery.  President  Jesse  Caldwell  recognized 
Dr.  Tilghman  Herring,  guardian  of  our  financial 
health.  Dr.  Herring  reported  that  we  had  a  tidy  reserve 
fund,  partly  because  of  completion  of  sale  of  a  portion 
of  the  society's  property  near  the  Raleigh-Durham 
Airport.  He  then  informed  us  that  despite  an  annual 
increase  in  membership  of  nearly  i?0  for  the  past  four 
years,  we  would  be  faced  with  a  deficit  unless  that  long 
threatened  increase  in  dues  finally  came  about.  In 
1978.  we  will  need  S]-\v000  more  than  in  1977.  A  S40 
increment  will  provide  SI 94.000  and  also  help  boost 
the  reserve  fund  to  the  necessary  amount  which 
should  equal  annual  operating  costs.  So  the  Executive 
Council  voted  to  recommend  to  the  House  of  Dele- 
gates that  dues  be  increased  and  also  accepted  the 
suggestion  that  the  building  assessment  be  decreased 
for  members  joining  the  society  after  1977;  this  levy 
w  ill  eventually  be  eliminated  as  need  for  it  vanishes. 

The  council  then  directed  its  attention  to  the  need  to 
assure  the  election  to  the  post  of  vice-speaker  of  the 
House  of  Delegates  of  the  AMA  of  its  one-time  presi- 
dent. Dr.  James  Davis.  Since  we  are  one  of  six  states 
to  have  increased  our  AMA  membership  in  each  of  the 
last  four  years  and  because  we  know  our  candidate's 


abilities,  his  election  ought  to  be  assured.  But  there 
are  other  candidates,  so  the  council  committed  itself 
to  such  measures  as  are  meet,  right  and  indicated  to 
assure  the  success  of  his  venture. 

It  then  fell  to  Dr.  David  Bruton  of  the  Committee  on 
Legislation  to  discuss  v\hat  v\ill  be  considered  by  this 
session  of  the  General  Assembly  under  a  new  ad- 
ministration. Some  of  these  measures  will  need  our 
support,  others  our  opposition  and  still  others  our 
silence.  There  is  what  might  be  termed  a  "Kojak  bill" 
providing  immunity  for  physicians  who  v^ould  be  re- 
quired to  report  certain  wounds  (i.e.  gunshot,  stab- 
bings  and  drug  overdoses)  to  local  law  enforcement 
authorities.  The  act  now  applies  only  to  Alamance  and 
New  Hanover  counties.  A  local  bill  which  started  in 
the  Senate  adds  Craven.  Buncombe.  Forsyth.  Iredell. 
Johnston.  Mecklenburg.  Montgomery.  Onslow  .  Polk. 
Rockingham.  Sampson.  Stanly  and  Wake  counties. 
More  counties  could  be  added  when  the  bill  reaches 
the  House.  Others  are  a  worth\  measure  previously 
commented  on  about  health  education  in  the  public 
schools  and  a  consideration  of  the  Living  Will  and  an 
amendment  to  the  Uniform  Anatomical  Gift  Act 
vshich  would  define  brain  death.  The  council  looked 
with  favor  at  the  Living  Will  and  v\ ith  distaste  at  the 
amendment  in  its  present  form.  Dr.  Archie  Johnson, 
another  veteran  in  the  corridors  of  power,  then 
pointed  out  that  North  Carolina  ranks  48th  in  infant 
mortalitv  in  these  United  States  and  urged  that  the 
council  support  legislation  for  a  program  of  pennatal 
care,  which  based  on  the  pilot  project  of  1972.  offers 
great  promise.  His  audience  agreed. 

For  some  time  the  Committee  on  Constitution  and 
Bylaws  has  had  the  unenviable  but  essential  task  of 
examining  every  word,  every  period,  comma  and 
colon  of  the  documents  in  its  care  so  that  they  may  be 
as  clear  and  as  accurate  as  possible.  Now.  according 
to  committee  chairman  Louis  Shaffner.  the  latest  revi- 
sion is  ready  to  be  presented  to  the  House  of  Delegates 
in  May  for  its  approval.  (The  fruit  of  their  labors  was 
published  in  the  March  issue  of  the  Journal  at  the 
behest  of  the  Executive  Council.) 

One  of  the  reasons  for  revising  our  constitution  is 
that  the  climate  of  practice  and  the  nature  o'(  medical 
need  is  constantly  being  reshaped  in  the  marketplace. 
And  in  business  one  of  the  catch  phrases  is  quality 
control,  a  phrase  which  might  be  applied  \.o  the  deeds 
of  medicine  and  to  the  climate  of  our  practice.  In 
North  Carolina  the  Board  of  Medical  Examiners  has 
much  responsibility  for  assuring  ethical  and  effective 
practice  through  licensing  and  through  investigating 
behasior  of  physicians  in\ol\ed  in  uncertain  and  even 
suspicious  activity.  For  the  board.  Dr.  David  Citron 
noted  that  his  body  is  concerned  not  only  with  physi- 
cians but  also  with  physicians'  assistants  and  nurse 
practitioners  and  that  it  has  become  necessary  to  hire 
a  fulltime  investigator  to  handle  its  increasing  work. 
And  like  our  government  and  our  society,  the  Board 
needs  more  money  and  requested  the  council  to  ap- 
prove its  request  that  the  Medical  Practices  Act  be 
amended  to  allow  an  increase  in  biennial  registration 
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to  $20.  which  the  council  did.  This  amending,  of 
course,  is  up  to  the  General  Assembly. 

While  the  committees  maintain  the  form  and  con- 
tinuity of  the  society,  the  commissions  are  concerned 
with  its  everyday  activities,  the  events  which  accumu- 
late and  eventually  force  us  to  revise  our  constitution 
and  to  add  to  or  subtract  from  our  by-laws.  The  chair- 
man of  the  Advisory  and  Study  Commission.  Dr.  T. 
Reginald  Harris,  recovered  from  a  misadventure  with 
hepatitis,  reported  that  the  committees  of  his  group, 
particularly  on  Cost  Containment  and  the  Thyroid- 
Alert  Program,  were  actively  developing  programs  as 
they  had  been  enjoined  and  Dr.  Harvey  Hstes  for  the 
Annual  Convention  Commission  discussed  certain 
growing  pains  in  the  evolution  of  effective  programs 
for  training  physicians"  assistants,  questions  about 
who  will  train  whom  and  where.  The  council  asked  for 
more  information  about  these  problems  before  hear- 
ing from  chairman  Frank  Sohmer  that  his  Professional 
Services  Commission  has  clarified  and  redefined  the 
responsibilities  of  the  society  in  relation  to  Blue 
Shield,  definitions  which  proved  acceptable  to  the 
council.  The  Committee  on  Medical  Aspects  of  Sports 


commented  on  the  question  of  certification  and  licens- 
ing of  athletic  trainers:  the  council  thought  certifica- 
tion appropriate  but  expressed  concern  that  prolifera- 
tion of  licensing  boards  might  be  symptomatic  of 
bureaucratic  hyperplasia  when  hypoplasia  might  be 
desired.  A  few  brief  observations  by  chairman  Philip 
Nelson  of  the  Public  Services  Commission  completed 
this  phase  of  the  meeting.  After  hearing  a  reassuring 
report  from  the  Medical  Liability  Mutual  Insurance 
Company  delivered  by  Dr.  James  Davis,  listening  to 
Dr.  Frank  Reynolds  speak  for  the  Meditation  Commit- 
tee, recommending  Dr.  Maurice  Kamp  for  honorary 
membership  and  Dr.  Candler  Willis  for  life  member- 
ship to  the  House  of  Delegates  and  concurring  in  a 
memorial  to  the  late  J.  Street  Brewer.  M.D..  a  former 
president  of  our  society,  presented  by  Dr.  Tom 
Marshburn.  the  council  then  welcomed  President 
Caldwell's  call  for  a  motion  to  adjourn.  Most  of  us  got 
home  in  lime  to  watch  the  last  episode  of  "Roots""  and 
to  see  Chicken  George  leave  Alamance  County  behind 
him  and  reach  safety  and  freedom  in  Lauderdale 
County.  Tennessee. 

J.H.F. 


Correspondence 


STREPTOCOCCAL  PHARYNGITIS  IN 

NORTH  CAROLINA 

To  the  Editor: 

This  letter  is  in  response  to  the  article  by  Donna 
Upson  et  al  published  in  the  September,  1976.  issue  of 
the  North  Carolina  Medical  Journal.  This  arti- 
cle about  the  problem  of  throat  cultures  and  the  treat- 
ment of  streptococcal  pharyngitis  was  apparently 
taken  from  a  random  sample  of  North  Carolina  general 
practitioners  and  pediatricians.  It  would  be  interesting 
to  further  divide  these  into  specialty  groups  and  com- 
pare family  physicians  with  general  practitioners  and 
pediatricians. 

We  would  like  to  establish  that  there  are.  in  fact, 
family  practice  groups  within  this  state  who  do  office 
bacteriology  and  find  it  extremely  helpful  and  a  bene- 
ficial educational  experience.  In  our  own  office,  we 
have  been  doing  sheep  blood  agar  thri>at  cultures  for 
the  past  six  years.  We  do  use  bacitracin  sensitivity 
testing  to  identify  Group  A  streptococci  and  at  present 
we  only  treat  patients  who  are  Group  A  beta  strep 
positive.  All  patients  with  positive  throat  cultures  are. 
of  course,  treated  for  the  full  10  days,  and  we  prefer  to 
use  either  oral  penicillin  or  erythromycin.  We  hope 
within  the  next   12  to  24  months  to  have  compiled 


adequate  data  to  perhaps  determine  the  degree  of  pa- 
tient compliance  in  our  own  practice.  At  present  it 
would  seem  that  our  reculture  rate  is  very  high.  Pa- 
tients w  ith  pi>sitive  throat  cultures  are  routinely  recul- 
tured  five  days  after  completion  of  oral  therapy  and.  if 
positive,  are  treated  for  a  second  10  days.  All  patients 
are  instructed  to  have  repeat  throat  cultures.  We 
would  take  issue  with  the  statement  that  there  is  an 
extremely  low  risk  of  serious  reactions  to  intramuscu- 
lar penicillin.  The  threat  of  anaphylaxis  is  real  and  we 
have  fairly  strong  feelings  about  the  use  of  bicillin 
intramuscularly  because  of  the  morbidity  associated 
v\ith  pain. 

At  present,  we  obtain  cultures  from  all  children  over 
age  2  and  all  adults  who  have  sore  throats  or  any 
clinical  indication  of  throat  infection.  During  the  past 
four  months  400  throat  cultures  have  been  done  in  this 
office  and  in  63  Group  A  beta  streptococci  have  been 
isolated.  This  relatively  low  instance  of  positive  cul- 
tures probably  reflects  the  fact  that  many  people  are 
being  screened  and.  indeed,  we  are  looking  closely  at 
this  data  to  determine  whether  this  might  be  excessive 
screening.  We  are  also  contemplating  serological 
studies  upon  completion  of  therapy  to  help  us  deter- 
mine what  percentage  of  patients  actually  have  a  rise 
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in  the  ASO  titer.  We  ha\e  had  no  cases  of  acute 
rheumatic  fe\er  in  this  practice  since  1961. 

H.   B.   KoRNtiGAY.   M.D.. 

R.  H.  Shackelford.  M.D. 

Mount  Olive  Familv  Medicine  Center.  P. A. 

238  Smith  Chapel  Road 

Mount  Olive.  North  Carohna  2836.^ 


STREPTOCOCCAL  PHARYNGITIS  IN 
NORTH  CAROLINA 

To  the  Editor: 

Thank  you  for  the  opportunity  to  respond  to  the 
letter  from  Drs.  Kornega.v  and  Shackelford  concern- 
ing our  article  on  the  management  of  streptococcal 
pharyngitis  by  North  Carolina  physicians.  The  data  in 
Table  I  of  that  article  clearly  indicate  that  Dr.  Kor- 
negay  is  correct;  there  are  many  general  practitioners 
(which  includes  famih  physicians)  Viho  frequentK  or 
routine!}  take  throat  cultures  from  patients  with  sore 
throats  and  30^?^  of  them  use  office  bacteriology.  Our 
desire  was  to  further  encourage  these  practices. 

If  the  patient  will  take  medication  for  a  total  of  10 
days,  then  oral  therap\  is  as  effective  as  intramuscular 
therapy.  Patient  compliance  v\  ith  the  oral  regimen  in  a 
private  practice  situation  has  been  found  to  vary  from 
the  eighth  day  to  the  tenth  day  of  therapy  from  ?6^  to 
as  high  as  89^^.'"'  However,  Bergman  and  Werner 
found  onl\'  an  18'7  compliance  on  the  ninth  day  of 
therapy  in  a  large  cit\  hospital  clinic.''  Therefore,  we 
continue  to  support  the  recommendations  of  the 
American  Heart  Association's  Rheumatic  Fever 
Committee  that  intramuscular  benzathine  penicillin  G 
is  the  treatment  of  choice.  The  reported  risk  of 
anaphylactic  reactions  to  intramuscular  penicillin  in 
adults  ranges  from  0.0159^  to  0.049^;  the  incidence  is 
even  lower  in  children."  Anaphylaxis  also  occurs  fol- 
lowing iiral  penicillin,  though  admittedly  the  incidence 
is  lower."  Hopefully  a  preparation  of  long-acting 
penicillin  will  be  developed  that  will  not  be  as  painful 
as  benzathine  penicillin  G. 

Dr.  Komegay's  plans  to  analyze  the  effectiveness 
of  prescribing  oral  penicillin  in  his  own  practice  is  to 
be  commended. 

Robert  A.  Greenberg.  M.D. 

Department  of  Pediatrics 

LINC  School  of  Medicine 

Chapel  Hill.  North  Carolina  27514 
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CIGARETTE  ADVERTISING 

To  the  Editor: 

On  reading  the  November.  1976.  issue  of  the  North 
Carolina  Medical  Journal.  I  was  surprised  and 
disappointed  to  see  an  advertisement  for  cigarettes. 
As  a  nonsmoking  physician,  perhaps  you  might  say  I 
am  prejudiced  against  cigarettes,  but  I  think  I  can 
afford  to  be  prejudiced. 

I  think  it  is  inconsistent  with  the  stand  of  the  medical 
profession  in  general  to  allow  a  cigarette  advertise- 
ment in  a  medical  journal,  especially  at  a  time  when 
the  trend  is  to  remove  cigarette  vending  machines 
from  hospitals  and  to  place  tighter  and  tighter  restric- 
tions on  smoking  among  hospital  patients.  By  allowing 
such  an  advertisement  to  appear  in  our  journal,  we  in 
effect  condone  smoking.  As  a  member  of  the  North 
Carolina  Medical   Society.   I  cannot  approve  of 
cigarette  advertisements  in  my  society's  journal. 
R.  E.  Krum.  M.D..  M.P.H. 
Fletcher  Medical  Center 
Fletcher.  North  Carolina  28732 


CIGARETTE  ADVERTISING 

To  the  Editor: 

As  a  member  of  the  North  Carolina  Medical  Society 
and  a  frequent  reader  of  the  North  Carolina  Medi- 
cal Journal.  I  would  like  to  register  a  strong  objec- 
tion to  the  advertisement  appearing  in  the  November. 
1976.  issue.  I  speak  of  the  advertisement  concerning 
cigarettes.  It  is  inconceivable  to  me  that  a  modem  day 
medical  journal  (even  one  from  North  Carolina!) 
would  actually  carry  a  cigarette  ad.  1  cannot  imagine 
what  possible  benefit  other  than  monetary  the  North 
Carolina  Medical  Journal  derives  from  carrying 
such  advertisements.  The  advertisement  is  clearly  not 
in  the  best  interest  of  either  North  Carolina's  physi- 
cians or  their  patients. 

James  W.  Snyder.  M.D. 

1515  Doctors  Circle 

Wilmington.  North  Carolina  28401 


...  Is  diphtheria  contagious''  This  is  still  a  moot  question,  and.  while  some  good  observers  deny  it.  the 
weight  of  testimony  is  very  largely  in  favor  of  it.  .  .  . — R.  L.  Payne:  Limilalion  and  Prevention  of 
Diphtheria.  First  Biennial  Report.  1879-1880. 
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Bulletin  Board 


NEW  MEMBERS 

of  the  State  Society 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Alexander.  Robert   MeAulev  (STUDENT).   2300  Queen  St.. 

Winston-Salem  27 1 0.1 
Arkin.  Roy  Marc.  MD(GS).  1 404 N.  C'hureh  St..  Greensboro  2740.^ 
Ballentine.  Kinehen  Whitaker.  MD(R).  2I2.'>  Daniels  Dr..  Fayette- 

ville  2830.S 
Biesecker.  Gary  Leroy,  MD  (GS).  I40.>  Femuood  Dr..  High  Point 

27262 
Bowen.  John  Latham.  MD(AN).  21  Woods  Edge.  Asheville  2880.3 
Caberwal.  Daljit  Singh ,  MD  ( U ).  1 47  McArthur  St . .  Asheboro  27203 
Cato.  Allen  tasley.  Jr..  MD(PD),  Rt.  2.  Box  108-W.  Hillsborough 

27282 
Cerwin.  Robert  A..  MD  (R).  .30(K)  Nev\  Bern  Ave..  Raleigh  27610 
Doane.  John  Horton.  Jr..  MD(IM).  2.';0  Charlois  Blvd..  Winston- 
Salem  27103 
Dudley.  Allison  Johnson  (STUDENT).    114  Green  Tree  Trail, 

Chapel  Hill  27.M4 
Ekhladb.  Lamar  Enc.  MD  (OBG).  UNC.  Dept.  of  OBG.  Chapel 

Hill  27.M4 
Enoiado.  Silveno  E..  Jr..  .MD  (FP).  P.O.  Box  308.  Clarkton  28433 
Farrell.   Frank  Wilson,  Jr..   MD  (DR),  31.^.'^   Maplewood  Ave.. 

Winston-Salem  27103 
Famngton,CecilMun-av.Jr..MD(EM),Box  lOO.V  Salisbury  28144 
Gospe,  Sidney  Maloch,  Jr.  (STUDENT),  Duke,  Box  27.v\  Durham 

27710 
Harley,  Stewart  Jacques,  MD  (ORS),   10.^  Meadow   Wood  Lane. 

Waynesville  28786 
Jarosak.  Peter  J.,  MD,   1307  W.  Wendover  Avenue,  Greensboro 

27408 
Kinne,  Edmund  Richard,  MD  (OBG),  St.  Lukes  Med.  Bldg..  Rt.  8, 

Columbus  28722 
Little.    Edgar   Watson.    MD  (PD)    1307   W.    Wendover  Ave.. 

Greensboro  27408 
Long.  Russell  Clemmons.  MD  (GS).  14(K)  Randolph  Road.  C  har- 

lotte  28207 
Malev.  John  Gregory.  MD(R).  2202  Nash  Rd..  West  B1.4.  Wilson 

27893 
Mims,  Grover  Ray,   III.   MD  (AN).  2.s80  (.  ountry  Club  Rd.. 

Winston-Salem  27104 
Monson,  Mark  Donald  (STUDENT),  137-A  Purefoy  Road,  Chapel 

Hill  27.M4 
Norton,  Alfred  Simpson,  MD  (FP),  21  Sabiston  Dr..  Swansboro 

28.S84 
Oliver,  George  Motley,  Jr..  MD  ((.)BG),  97  Holly  Ct,,  Morehead 

City  28.S.S7 
Patterson,  Ronald  Halford,  MD  (ORS),  Pinehurst  Surgical  Cli  , 

Pinehurst  28374 
Pollock,  Moms  Arthur,  MD  (IM),  1204  Hedgelawn  Way,  Raleigh 

2760V 
Rostan,  Stephen  Edwin,  MD  (D),  P,0,  Box  .HWO.  Pinehurst  28374 
Simmons,  James  Harold,  Jr  ,  MD(FP),  P.(J.  Box  186,  Taylorsville 

28681 
Smith,  Duane  Howard,  MD(OBG),  Medical  Arts  Bldg..  N.  Wilkes- 

boro  286.S9 
Snyder.  Alexander  Benjamin.  MD  (IM).  604  Sunny  Brook  Dr.. 

Monroe  281  10 
Thompson.  Willard  Ray,  MD  i(.)TO).  124  Ruthert'ord  St.,  Salisbury 

28144 
Vijaya,  Linga,  MD  (U).  Rum  Creek  Road.  Henderson  27.s36 


Please  note:  1.  The  Continuing  Medical  Education  Programs  of 
the  Bowman  Gray.  Duke  and  UNC  Schools  of  Medicine  are  accred- 
ited by  the  .-Xmencan  Medical  Association.  Therefore  CME  pro- 
grams Sfxmsorcd  or  co-sponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I  credit  toward  the  AMA's  Physician's 
Recognition  Award,  and  for  North  Carolina  Medical  Society 
Category  "A"  credit.  Where  AAFP  credit  has  been  requested  or 
obtained,  this  also  is  indicated, 

2  The  'place  "  and  "sponsor"  are  indicated  for  a  program  only 
v.hen  these  differ  from  the  place  and  source  to  write  "for  informa- 
tion." 

PROGRAMS  IN  NORTH  CAROLINA 

May  5-8 

123rd  Annual  Session  of  the  North  Carolina  Medical  Society 
Place:  Pinehurst  Hotel  and  Country  (."lub.  Pinehurst 
For  information:  William  N.  Hilliard.  Executive  Director,  North 
Carolina  Medical  Society,  Box  27167.  Raleigh  2761  I 

May  11-12 

Breath  of  Spnng  '77  Respiratory  Care  Symposium 

Fee:  $3.vtK) 

Credit:  9  hours;  AAFP  approval  requested 

For  Information:  Emery  C.  Miller,  M.D,,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

May  14-15 

Practical  Dermatology  for  the  Non-Dermatologist 
Place:  Holiday  Inn,  Salter  Path  Road,  Atlantic  Beach 
Sponsors:  Department  of  Dermatology  and  the  Office  of  Continuing 
Education.  University  of  North  Carolina  at  Chapel  Hill;  Eastern 
AHEC 
Credit:  7  hours;  AAFP  approval  requested 
Fee:  %>()  for  physicians;  %Z>  for  physician's  assistants,  pediatnc 

nurse  practitioners  and  family  nurse  practitioners 
For  information:  W.  Mitchell  Sams.  Jr..  M.D..  Department  of  Der- 
matology. UNC  School  of  Medicine,  Chapel  Hill  27.s|4 

May   18-19 

The  28th  Annual  Scientific  Sessions  of  the  N.C.  Heart  Association 
Place:  W  inston-Salem 

For  Information:  Mebane  M.  Pritchett,  1  Heart  Circle,  P.O.  Box 
2408,  Chapel  Hill  27.M4 

May  19-21 

Assessment  and  Evaluation  Strategies  in  Aging:  People,  Popula- 
tions &  Programs 

Place:  Grove  Park  Inn,  Asheville 

Fee:  S7.s,00 

Credit:  13  hours;  ."KMA  Category  1;  A.AFP  approved 

For  Information:  Dorothy  He\  man.  Box  3003,  Center  for  the  Study 
of  .Aging  ct  Human  Development.  Duke  Medical  Center.  Durham 
27710 

May  20-21 

llth  Annual  Duke-McPherson  ( )tolaryngology  Symposium 

Place:  Duke  University  Medical  Center 
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Fee:  $60.00 

Credit:  8  hours;  AMA  Category  I  approved 

For  Information:  J.  P.  Farmer.  M.D.,  Box  3805,  Duke  University 
Medical  Center.  Durham  27710 


May  21-22 
Pediatne  Respiratory  Disease  Conference 
Place:  Quail  Roost  Conference  Center.  Rougemont 
Credit:  1 1  hours;  AMA  Category  I  approval  requested 
For  Information:  Alexander  Spock,  M.D.,  P.O.  Box  2994,  Duke 
University  Medical  Center,  Durham  27710 

May  23-25 
Update  In  Obstetrics  and  Gynecology 
Place:  Great  Smokies  Hilton,  Asheville 
Sponsors:  American  College  of  Obstetrics  and  Gynecology  and  the 

UNC  Department  of  Obstetrics  and  Gynecology 
Fee:  $22.'^;  enn^lment  limited  to  200 
Credit:  21  hours;  AMA  Category  I  approval  requested 
For  Information:  American  College  of  Obstetrics  and  Gynecology, 

1  E.  Wacker.  Chicago,  Illinois  60601 


May  27-28 
3rd  Annual  Arthritis  Symposium  —  Immune   Mechanisms  in 

Rheumatic  Diseases 
Place:  Berryhill  Hall 
Fee:  $50.00 
Credit:  14  hours 
For  Information:  Oscar  L.  Sapp,  III,  M,D,,  Associate  Dean  for 

Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 

27514 

June  13-15 

North  Carolina  Hospital  Association  Annual  Meeting 
Place:  Grove  Park  Inn,  Asheville 

For  Information:  Mrs.  Diane  Turner.  North  Carolina  Hospital  As- 
sociation. P.O.  Box  10937,  Raleigh  27605 

June  16-18 

24th  Annual  Mountaintop  Medical  Assembly 
Place:  Waynesville  Country  Club,  Waynesville 
Sponsor:  Haywood  County  Chapter  of  AAFP 
Fee:  $50.00 

Credit:  12  hours,  AAFP  approved 

For  Information:  Clinton  Border,  M.D.,  204  Depot  St..  Waynesville 
28786 

June  16-19 

Seaboard  Medical  Association  Annual  Meeting 
Place:  Holiday  Inn.  Kill  Devil  Hills 
Credit:  AMA  Category  I;  AAFP  approval  requested 
For  Information:   Mrs.  Annette  S.   Boutwell,  P.O.   Box   10387, 
Raleigh  27605 

June  18-19 

Practical  Dermatology  for  the  Non-Dermatologist 

Place:  Center  for  Continuing  Education,  Appalachian  Stale  Uni- 
versity, Boone 

Sponsors:  Department  of  Dermatology  and  the  Office  of  Continuing 
Education,  University  of  North  Carolina  at  Chapel  Hill;  AHEC 

Credit:  7  hours;  AAFP  approval  requested 

Fee:  $50  for  physicians;  $25  for  physician's  assistants,  pediatric 
nurse  practitioners  and  family  nurse  practitioners 

For  Information:  W.  Mitchell  Sams.  Jr.,  M.D..  Department  of 
Dermatology,  UNC  School  of  Medicine,  Chapel  Hill  27514 


June  20 

Dnig  Design  —  the  State  of  the  Art 

For  Information:  Stanley  Grosshandler,  M.D.,  Director  for  Con- 
tinuing Medical  E^ducation,  Burroughs  Wellcome,  3030Comwal- 
lis  Road,  Research  Triangle  Park  27709 


July  1-3 

7th  Annual  Sports  Medicine  Symposium 
Place:  Blockajle  Runner  Motor  Hotel,  Wrightsville  Beach 
Credit:  AAFP -approval  requested 

For  Information:  Frank  C.  Wilson,  M.D..  N.C.  Memorial  Hospital, 
Chapel  Hill  27514 


July  10-15 

Morehead  Postgraduate  Symposium 

For  Information:  M.  Henderson  Rourk.  Jr..  M.D.,  Box  3009,  Duke 
University  Medical  Center,  Durham  27710 

July  24-29 

Annual  Meeting  of  the  Southern  Obstetric  and  Gynecological 

Seminar.  Inc. 
Place:  Grove  Park  Inn,  Asheville 
Credit:  21  hours;  AAFP  approval  requested 
For  Information:  Otis  Duck,  M.D.  Drawer  F,  Mars  Hill  28754 

August  1-5 

Fifth  Annual  Beach  Workshop 

Tee:  $125,00 

Credit:  20  hours;  A.AFP  approval  requested 

For  Information:  Emery  C.  Miller.  M.D..  Associate  DeanforCon- 

tinuing   Education.    Bouman   Gray   School   of  Medicine, 

Winston-Salem  27103 

September  9-10 

Annual  Meeting  of  the  North  Carolina  Chapter  of  the  American 
Academy  of  Pediatrics  and  the  North  Carolina  Pediatric  Society 

Place:  Center  for  Continuing  Education,  Appalachian  State  Uni- 
versity, Boone 

For  Information:  Mrs.  John  McLain,  Executive  Secretary,  3209 
Rugby  Road,  Durham  27707 

September  12 

The  Chemistry  and  Biology  of  Antiviral  Drugs 

For  Information:  Stanley  Grosshandler,  M.D.,  Director  for  Con- 
tinuing Medical  Education.  Burroughs  Wellcome,  3030Comwal- 
lis  Road,  Research  Triangle  Park  27709 

September  14-15 
22nd  Annual  Angus  M.  McBryde  Perinatal  Symposium 
Place:  Duke  University  Medical  Center 
Sponsors:  Division  of  Pennatal  Medicine,  Duke  and  North  Carolina 

Department  of  Human  Resources 
Fee:  $50.(K) 

Credit:  12  hours;  AMA  Category  1;  AAFP  approval  requested 
For  Information:  Lillian  R.  Blackmon.  M.D.,  Box  3936,  Duke  Uni- 
versity Medical  Center,  Durham  27710 

September  16-17 

7th  Walter  L.  Thomas  Symposium  on  Gynecological  Malignancy 
and  Surgery 

Place:  Duke  University  Medical  Center 

Sponsor:  Duke  University  Medical  Center.  Department  of  Obstet- 
rics and  Gynecology 

Fee:  $100.00 

Credit:  12  hours;  AMA  Category  I;  AAFP  approval  requested 

For  Information:  William  T.  Creasman.  M.D..  Box  3079,  Duke 
University  Medical  Center.  Durham  27710 

September  21-25 

North  Carolina  Medical  Society  Annual  Committee  Conclave 

Place:  Mid  Pines  Club,  Southern  Pines 

Regular  meetings  will  be  scheduled  for  the  Chairman  and  members 
of  almost  all  regular  Committees  of  the  Medical  Society,  Commit- 
tee members  should  plan  to  be  present 

For  Information:  Mr.  William  N.  Hilliard,  Executive  Director, 
North  Carolina  Medical  Society,  P.O.  Box  27167.  Raleigh  2761 1 

September  22-25 
1977  Duke  University  Invitational  Assembly  for  Advanced  Urology 
Place:  Pinehurst  Hotel  and  Country  Club 
Credit:  18  hours 

For  Information:  Virginia  Jordan.  Assembly  Secretary,  Box  3343, 
Duke  University  Medical  Center,  Durham  27710 

September  24-25 
Practical  Dermatology  for  the  Non-Dermatologist 
Place:  Blockade  Runner,  Wnghtsville  Beach 
Sponsors:  Department  of  Dermatology  and  the  Office  of  Continuing 

Elducation,  University  of  North  Carolina  at  Chapel  Hill;  AHEC 
Credit:  7  hours;  AAFP  appriwal  requested 
For  Information:  W.   Mitchell  Sams.  Jr..   M.D..  Department  of 

Dermatology,  UNC  School  of  Medicine.  Chapel  Hill  27514 

October  5-6 

17th  Annual  Charlotte  Postgraduate  Seminar 
Place:  Auditorium.  Charlotte  Memorial  Hospital  and  Medical 
Center 
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Credit:  12  hours;  AAFP  credit  approved 

For  Information:  David  S.  Citron.  M.D..  P.O.  Box  2.\'^4.  Charlotte 
28234 

October  20-22 

Annual  Meeting  of  the  North  Carolina  and  South  Carolina  Societies 

of  Ophthalmology  and  Otolaryngology 
Place:  Hilton  Hotel.  Mvnic  Beach.  South  Carolina 
For  Information:  William  M.  Sattervvhite.  Jr.,  M.D..  142(1  Plaza 

Dnve.  Winston-Salem  2710.^ 

October  20-23 

Annual  Fall   Meeting  —  North  Carolina  Society  of  Internal 

Medicine 
Place:  Cloister.  Sea  Island.  Georgia 
For  Information:  Thomas  N.  Massev. 

enue.  Charlotte  28204 


27167.  Raleigh  2761  I.  by  the  1 0th  of  the  month  prior  to  the  month  in 
u  hich  they  are  to  appear.  A  "Request  for  Listing"  form  is  available 
on  request. 


Jr..  M.D..  217  Travis  Av- 


ITEMS  OF  SPECIAL  INTEREST 

.August  25-27 

Advanced  Ultrasound  of  the  .■\bdcmien  &  Obstetrics 

Place:  Dutch  Inn.  Buena  Vista.  Flonda 

Sponsors:  Postgraduate  Course  in  Medical  Sonics.  Bowman  Gray 
School  of  Medicine  and  the  Department  of  Radiology.  Orange 
Memorial  Hospital.  Orlando.  FL 

For  Information:  James  F.  Martin.  M.D..  Director.  Center  of  Medi- 
cal Ultrasound.  Bowman  Grav  School  of  Medicine,  Winston- 
Salem  27KB 

October  24-28 
Radiology  Postgraduate  Course 
Place:  Southampton  Princess  Hotel.  Bermuda 
Sponsor:   Department  of  Radiology.   Duke   University   Medical 

Center 
Fee:  $2.H).00 

Credit:  2.s  hours;  AMA  Category  I 
For  Information:  Robert  McLelland.  M.D..  Radiology.  Bo.x  3808. 

Duke  University  Medical  Center.  Durham  27710 

PROGRAMS  IN  CONTIGUOUS  STATES 

June  23-25 
The  Physician  As  Consultant  in  Sexual  and  Marital  Health 
Place:  Landmark  Resort  Hotel.  Myrtle  Beach.  South  Carolina 
Sponsors:  Division  of  Continuing  Education  and  Department  of 
Medical  Social  Science  &  Mantal  Health.  Bow  man  Gray  School 
of  Medicme 
Credit:  12  hours;  AMA  Category  I;  AAFP  Approved 
For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean  for  Con- 
tinuing  Education.    Bowman   Gray   School   of  Medicine. 
Winston-Salem  27103 

September  22-25 
Acute  Problems  in  Neurology 
Place:  Tides  Inn.  Irvington.  Virginia 
Sponsors:   Departments  of  Neurology  and  Continuing  Medical 

Education.  School  of  Medicine.  Medical  College  of  Virginia 
Fee:  $1.^0.tK) 

Credit:  I  I  hours;  AMA  Category  I;  AAFP  approval  requested 
For  Information:  Richard  M.  Mansfield.  EdD,  Program  Director. 

Continuing  Medical   E'ducation.   Medical  College  of  Virginia. 

Richmond.  Virginia  232% 

October  16-18 

Cancer  Concepts  1477 

Place:  Sheraton  Inn.  Gatlinburg.  Tennessee 

For  Information:  Dr.  Harvey  Goodman.  Department  of  Continuing 
Medical  Education.  University  of  Tennessee  Center  for  the 
Health  Sciences.  1424  Alcoa  Highway.  Knoxville.  Tennessee 
37920 

October  17-23 

20th  Annual  Scientific  Meeting  and  Workshops  —  American  Soci- 
ety of  Clinical  Hypnosis 

Place:  (.)mni  International  Hotel.  Atlanta.  Georgia 

Credit:  AMA  Category  I 

For  Information:  William  F.  Hoffman,  Jr.,  Executive  Director, 
Suite  218.  2400  East  Devon  Avenue.  Des  Plaines.  Illinois  60018 


AUXILIARY  TO  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 


Membership  is  the  prime  topic  of  discussion  at  most 
local,  district,  state  and  national  auxiliary  meetings. 
The  recent  Southern  Regional  meeting  in  Atlanta  of 
representatives  from  16  state  auxiliaries  was  no  ex- 
ception. Dues  increases  by  the  national  organization 
and  some  state  and  county  auxiliaries  have  caused 
some  to  question  the  value  of  membership.  But  it 
seemed  to  us  that  at  no  time  in  the  history  of  medicine 
has  auxiliary  membership  been  more  vital  in  the  cru- 
cial struggle  "for  the  advancement  of  medicine  and 
health  education""  (partial  quote  from  the  auxiliary 
constitution).  Who  better  than  spouses  joining  to- 
gether in  common  purpose  could  be  more  suitable 
advocates? 

The  benefits  of  auxiliary  membership  are  many. 
National  membership  brings  us  M.D.'s  Wife,  our  na- 
tional periodical  which  links  us  across  the  country 
and  entitles  us  to  help  from  our  national  headquarters. 
The  national  leadership  training  school  for  incoming 
state  and  county  presidents  has  proved  to  be  invalu- 
able. We  receive  communiques  from  national  and  re- 
gional leaders  and  in  North  Carolina,  which  ranks 
third  in  national  membership  among  the   16  in  the 


For  Practice  Management 
Information  Systems . . . 

Call  The  Specialists 
Call  Systemedics 


The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  "WHAT'  WHEN?  WHERE?".  P.O.  Box 


CD 


O) 


■  FOR  improved  cash  flow  and 

financial  control 

•  FOR  automatic  processing  of 
patient  statements  and 
insurance  information 

■  FOR  improved  patient  management 

tfirougfi  use  of  our 
Problem  Oriented  Record 

■  FOR  continuing  service  and 
management  assistance 

Carolina 

systemedics 


lbl8  Countrs  Club  Ro.id 
\\  ilmin'^liin    \i>illi  t.ir.ili 


Udl 
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Southern  Region,  membership  brings  us  our  award- 
winning  Tar  Heel  Tandem,  our  informative  newslet- 
ter. Our  state  medical  society  has  offered  us  assis- 
tance and  given  us  office  space  at  the  headquarters  in 
Raleigh. 

Auxiliary  members  are  working  together  on  child 
abuse  education,  promoting  the  use  of  the  Heimlich 
maneuver  film  and  developing  health  education  pro- 
grams. They  are  cooperating  with  the  Red  Cross  and 
hospital  auxiliaries,  assisting  in  homes  for  the  aged 
and  helping  fight  the  battle  against  teenage  venereal 
disease.  Most  important,  they  are  promoting  good 
rapport  throughout  the  community.  Local  auxiliaries 
in  North  Carolina  —  ranging  in  size  from  eight  mem- 
bers to  373  —  are  cementing  a  strong  bond  between 
doctors"  wives  w  ho  are  working  together  and  enioying 
it. 

Mrs.  Robert  L.  Means 
State  First  Vice  President 


tice  can  visit  Duke  for  any  length  of  time  to  refresh 
themselves  in  their  specialties. 

■"We  hope  to  develop  this  program  to  allou  "mini- 
residencies"  of  one  to  two  months  wherein  physicians 
can  leave  their  practices  and  return  to  Duke  with 
reimbursement  for  intensive  continuing  education." 
Rourk  said. 

An  associated  program  sends  faculty  members  to 
Cabarrus  Memorial  Hospital  in  Concord  and  to  hospi- 
tals and  medical  groups  in  Cumberland,  Moore  and 
Robeson  counties  to  present  lectures  and  demonstra- 
tions. 

Participation  in  these  American  Medical 
Association-approved  events  allows  private  doctors 
to  earn  recertification  credits,  he  said. 

Rourk,  who  is  also  clinical  director  of  the  Duke 
Cystic  Fibrosis  Center,  earned  an  A.B.  degree  from 
Davidson  College  in  19.^8  and  an  M.D.  from  the  Uni- 
versity of  Pennsylvania  School  of  Medicine  in  1963. 
He  served  his  internship  and  residency  in  pediatrics 
here  and  joined  the  faculty  in  1971. 


News  Notes  from  the— 

DUKE  UNIVERSITY  MEDICAL  CENTER 


"Those  of  us  who  comprise  academic  medical  cen- 
ters like  Duke  have  a  pressing  obligation  to  share  our 
knowledge,  our  techniques  and  our  research  with  the 
communities  which  ultimately  benefit  from  what  we 
do."" 

That's  the  opinion  of  Dr.  Malcolm  H.  Rourk  Jr., 
assistant  professor  of  pediatrics,  who  is  the  new  direc- 
tor for  continuing  medical  education. 

Rourk.  40,  was  chosen  to  succeed  Dr.  William  De- 
Maria  who  resigned  in  November  to  become  medical 
director  of  North  Carolina  Blue  Cross  and  Blue 
Shield. 

In  his  new  position  the  pediatrician  will  coordinate 
more  than  50  continuing  medical  education  programs 
including  lectures,  symposia  and  courses  which  the 
university  sponsors  annually. 

"Government  agencies,  professional  societies  and 
certifying  boards  are  becoming  increasingly  aware 
that  no  single  human  mind  can  keep  abreast  of  all  the 
burgeoning  amount  of  medical  knowledge  available."" 
Rourk  said. 

As  a  result,  the  recertification  of  physicians  through 
continuing  education  is  becoming  more  and  more  of  a 
requirement,  he  said,  and  it  will  not  be  long  before  all 
specialty  groups  will  require  recertification. 

"Continuing  education  programs  are  vehicles  by 
which  we"re  able  to  reach  out  to  improve  the  health  of 
the  area  we  serve.""  he  added. 

As  one  example  of  the  kind  of  educational  effort 
the  medical  center  is  making  for  graduate  North 
Carolina  physicians,  the  Wilmington.  N.C..  native 
cited  the  Duke  Tutorial  Program. 

Under  the  existing  plan,  physicians  in  private  prac- 


A  researcher  who  is  studying  the  basic  mechanisms 
of  multiple  sclerosis  has  received  a  three-year, 
$163,955  grant  from  the  National  Multiple  Sclerosis 
Society. 

The  grant  went  to  Dr.  Eugene  D.  Day.  professor  of 
immunology  and  experimental  surgery. 

The  award  brings  the  society"s  support  of  Day's 
research  to  S370.000  since  1973. 

The  scientist  said  he  and  his  associates  are  using 
experimental  allergic  encephalomyelitis  (EAE).  a  dis- 
ease they  can  induce  in  research  rats,  to  simulate  the 
action  of  multiple  sclerosis  in  humans. 

Specifically,  they  are  examining  the  immune  reac- 
tions that  occur  in  rats"  bodies  when  FAE  breaks 
down  myelin  in  the  brain  into  its  basic  proteins  and 
other  elements  and  allows  them  to  reach  the  lymph 
nodes  where  the  reactions  begin. 

"What  we  are  trying  to  do  is  to  understand  the 
multiple  immune  responses  and  sort  out  which  of  them 
may  be  important  in  the  cause  and  control  of  the 
diseases.""  the  scientist  said. 


Dr.  Alexander  Spock,  director  of  the  Cystic  Fi- 
brosis Center  here,  has  been  promoted  to  professor  of 
pediatrics. 

The  47-year-old  physician,  who  earned  a  B.S.  de- 
gree from  Loyola  College  in  Baltimore.  Md..  in  1951 
and  an  M.D.  from  the  University  of  Maryland  in  1955. 
joined  the  Duke  faculty  in  1962  as  an  associate  in 
pediatrics. 

His  research  efforts  are  directed  toward  under- 
standing how  children  breathe  in  sickness  and  in 
health. 

The  Pennsylvania  native  completed  his  internship 
and  residency  in  pediatrics  at  Geisinger  Memorial 
Hospital  in  Danville.  Pa.,  in  1956  and  1958,  respec- 
tively. 
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Dr.  Frederick  T.  Melges.  chairman  of  the  Depart- 
ment of  Psychiatry  at  Santa  Clara  Valley  Medical 
Center  in  San  Jose.  Calif.,  has  been  named  professor 
of  psychiatry  at  the  medical  center  and  director  of  the 
new  psychiatry  unit  at  Durham  County  General  Hos- 
pital. 

Melges.  a  1957  graduate  of  Princeton  University, 
earned  his  M.D.  from  Columbia  University's  College 
of  Physicians  and  Surgeons  in  1961.  After  completing 
a  medical  internship  at  the  University  of  Michigan  in 
1962.  he  served  a  psychiatric  residency  at  the  Univer- 
sity of  Rochester  School  of  Medicine. 

Since  1967.  he  has  been  on  the  faculty  at  Stanford 
University  School  of  Medicine.  Santa  Clara  Valley 
Medicine  Center  is  a  Stanford  teaching  hospital. 

Among  his  research  interests  are  the  mechanisms 
by  which  mental  illness  affects  time  perception  and 
how  modification  of  time  perception  can  be  used  to 
treat  behavioral  disorders. 

He  also  has  conducted  research  on  psychiatric 
problems  of  women  after  childbirth,  drug  models  for 
mental  illness  and  therapies  which  encourage  dis- 
turbed patients  to  choose  positive  future  behavior  pat- 
terns to  regain  self  control. 

A  new  S280.000  hemodialysis  center  has  opened  at 
Duke. 

The  center,  located  on  Morreene  Road  about  200 
yards  west  of  the  Erwin  Road  intersection,  brings 
together  for  the  first  time  in  many  years  all  of  the 
outpatient  kidney  dialysis  services  offered  by  the  hos- 
pital. 

The  one-story.  3.787-square-foot  steel  and  wood 
structure  includes  eight  dialysis  stations,  dressing  and 
waiting  rooms,  a  reception  area  and  offices. 

Most  of  the  patients  who  come  to  Duke  for  evalua- 
tion of  kidney  disorders  reside  in  North  and  South 
Carolina,  eastern  Tennesssee  and  southern  Virginia. 
Some  patients  travel  greater  distances  and  one  came 
from  as  far  away  as  Istanbul,  Turkey. 

After  evaluation  and  training,  patients  return  home 
for  self-dialysis,  if  possible,  or  treatment  at  local  cen- 
ters. 

The  Division  of  Nephrology  will  continue  to  main- 
tain inpatient  dialysis  units  in  the  main  hospital  at 
Duke  and  at  the  \A. 

Last  year.  Duke  medical  technicians  gave  4,689 
outpatient  dialyses  and  1,056  inpatient  dialyses.  Ap- 
proximately 40  patients  are  currently  awaiting  kidney 
transplants  from  organ  donors. 

Promotions: 

In  the  Department  of  Pediatrics.  Drs.  Page  A.  W. 
Anderson,  Lillian  Blackmon,  John  M.  Falletta  and 
Laura  E.  T.  Gutman  were  promoted  to  associate  pro- 
fessor. 

In  the  Department  of  Medicine,  Drs.  Frederick 
Ross  Cobb.  John  David  Hamilton,  Robert  A.  Rosati, 
Allen  David  Roses  and  Galen  Strohm  Wagner  were 
promoted  to  associate  professor. 

In  the  Department  of  Radiology,  Dr.  Mohammad- 
Khalil  Shirazi  was  promoted  to  assistant  professor. 


News  Notes  from  the — 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


The  Bowman  Gray  School  of  Medicine  has  been 
awarded  the  largest  research  grant  in  its  history  — 
$3,244,651  from  the  National  Heart,  Lung  and  Blood 
Institute. 

The  five-year  grant  permits  the  school  to  continue 
its  work  as  a  Specialized  Center  of  Research  (SCC)R) 
on  arteriosclerosis.  The  school's  particular  interest  is 
in  atherosclerosis,  the  most  prevalent  form  of  ar- 
teriosclerosis. 

Bowman  Gray  has  one  of  six  SCOR  programs  on 
arteriosclerosis  in  the  nation.  Half  of  the  programs, 
including  the  one  at  Bowman  Gray,  concentrate  their 
studies  on  non-human  primates.  The  others  work 
primarily  with  human  atherosclerosis. 

The  major  influences  on  the  development  of 
atherosclerosis  are  the  concentration  of  cholesterol 
and  other  fats  in  blood  plasma  and  changes  in  the  way 
cells  in  the  artery  walls  handle  various  forms  of  those 
fats. 

The  search  for  answers  to  some  basic  questions 
about  atherosclerosis,  the  involvement  of  genetics  in 
the  disease  and  regression  of  the  disease  by  diet  con- 
trol will  continue  under  the  new  grant. 

After  several  years  of  work,  scientists  in  the  SCOR 
program  have  found  that  it  is  possible  to  reduce  some 
forms  of  atherosclerosis  in  monkeys  through  diet  con- 
trol. In  fact,  a  small  reduction  in  plasma  cholesterol 
can  make  a  considerable  difference  in  reversing  the 
disease's  course. 

The  SCOR  program  also  will  be  working  with  the 
stroke  research  center  at  Bowman  Gray  on  the  rela- 
tionship between  atherosclerosis  and  stroke. 


Dr.  W.  Keith  O'Steen.  professor  of  anatomy  at 
Emory  University  School  of  Medicine,  has  been 
named  professor  and  chairman  of  the  Department  of 
Anatomy  at  the  Bowman  Gray  School  of  Medicine. 

While  at  Emory.  O'Steen  received  the  Outstanding 
Teacher  and  the  Emory  Williams  Distinguished 
Teacher  Awards  and  was  named  the  best  Basic  Sci- 
ence Professor. 

He  also  served  on  the  faculties  of  Wofford  College 
and  the  University  of  Texas  Medical  Branch  at  Gal- 
veston. 

He  received  the  B.S.  and  M.S.  degrees  from  Emory 
and  holds  the  Ph.D.  degree  in  zoology  from  Duke 
University. 


R.  J.  Reynolds  Industries,  Inc.,  has  awarded  the 
Bowman  Gray  School  of  Medicine  and  North  Carolina 
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Baptist  Hospital  $1.5  million  to  support  the  medical 
center's  $l8-million  expansion  program. 

The  purpose  of  the  program  is  to  enable  the  medical 
center  to  meet  two  primary  objectives  —  to  further 
develop  those  efforts  now  under  way  which  are  aimed 
at  assuring  improved  access  to  health  care  in  medi- 
cally underserved  areas  of  North  Carolina  and  to  meet 
increasing  demands  for  patient  services  at  the  medical 
center. 

Major  elements  of  the  proposed  expansion  are  a 
four-story  Family  Practice  Building  and  a  six-story 
Focus  Building.  Alterations  to  existing  medical  center 
buildings  also  are  planned. 

The  entire  expansion  program  is  scheduled  for 
completion  in  about  three  years. 

Other  major  gifts  have  been  made  by  the  Z.  Smith 
Reynolds  Foundation,  $1.5  million;  the  Duke  En- 
dowment, $1  million;  and  the  Kate  B.  Reynolds 
Health  Care  Trust.  $400,000.  Grants  also  have  been 
received  from  the  Area  Health  Education  Centers 
Program,  $800,000.  and  the  Appalachian  Regional 
Commission,  $400,000. 

In  addition,  the  fuUtime  clinical  faculty  at  Bowman 
Gray  has  pledged  $4.5  million  over  a  10-year  period. 


Dr.  and  Mrs.  Roy  E.  Truslow  of  Reidsville  have 
established  a  scholarship  at  the  Bowman  Gray  School 
of  Medicine  in  memory  of  Mrs.  Truslow's  father.  Dr. 
Eugene  P.  Gray. 

Dr.  Gray,  until  his  death  in  1936,  practiced  medicine 
29  years  in  Winston-Salem. 

The  Eugene  P.  Gray  Memorial  Scholarship  Fund 
will  be  used  to  assist  students  in  obtaining  a  medical 
education.  Preference  will  be  given  to  students  from 
Forsyth  and  Rockingham  counties. 

Dr.  Truslow,  a  radiologist,  is  a  1945  graduate  of 
Bowman  Gray, 


A  popular  theory  to  explain  why  some  types  of 
whales  and  porpoises  beach  themselves  has  been 
questioned  by  a  researcher  at  Bowman  Gray. 

It  has  been  thought  that  parasitic  worms  in  the  ears 
of  whales  and  porpoises  interfere  with  their  sonar, 
causing  them  to  beach  themselves. 

Dr.  James  McCormick,  research  associate  profes- 
sor of  otolaryngology,  is  the  first  scientist  to  conduct 
microscopic  studies  of  the  inner  ears  of  porpoises  to 
find  evidence  of  the  parasites.  The  porpoises  were 
taken  from  a  group  of  the  animals  which  beached  on 
the  coast  of  Maine  a  year  and  a  half  ago. 

While  McCormick  found  numerous  worms  in  the 
middle  ears  of  the  porpoises,  there  was  no  evidence  of 
worms  in  the  inner  ears. 

Since  hearing  in  the  porpoise  bypasses  the  middle 
ear,  parasitic  worms  in  the  middle  ear  would  have  no 
affect  on  hearing.  Worms  in  the  inner  ears  could  cause 
hearing  loss  and  disorientation,  but  none  was  found. 

McCormick  thinks  that  it  is  possible  that  the  para- 
sites are  secreting  toxic  substances  which  somehow 


manage  to  get  into  the  inner  ear  to  cause  damage  to 
hearing.  Another  possibility  is  that  there  may  be  para- 
sites in  the  animals"  brains. 

McCormick  is  a  consultant  to  a  group  of  scientists 
involved  in  investigating  those  possibilities. 

Dr.  Thomas  B.  Cannon,  instructor  in  family 
medicine,  has  been  named  to  the  Education  Commit- 
tee and  the  Scientific  Assembly  Committee  of  the 
North  Carolina  Academy  of  Family  Physicians. 

Dr.  Jerome  J.  Cunningham,  associate  professor  of 
radiology,  has  been  appointed  to  the  consulting  edito- 
rial board  for  the  American  Journal  of  Roenti^enol- 
ogy. 

Dr,  Lloyd  H.  Harrison,  associate  professor  of  urol- 
ogy, has  been  appointed  to  the  American  Board  of 
Urologic  Allied  Health  Professionals. 

Dr.  C.  Douglas  Maynard.  professor  of  radiology, 
has  been  appointed  consultant  in  radiology  to  the  Sur- 
geon General  of  the  U.S.  Navy. 

Dr.  Phillip  H.  McKinley,  instructor  in  ophthalmol- 
ogy, has  been  elected  surgical  director  of  the  North 
Carolina  Eye  and  Human  Tissue  Bank. 

Dr.  Robert  W.  Prichard.  professor  and  chairman  of 
the  Department  of  Pathology,  has  been  elected  a 
member  of  the  National  Board  of  Medical  Examiners 
Pathology  Test  Committee. 

Dr.  J.  Baldwin  Smith,  assistant  professor  of  neurol- 
ogy and  pediatrics,  has  been  elected  chairman  of  the 
professional  advisory  board  of  the  Epilepsy  Associa- 
tion of  North  Carolina.  Inc. 


Dr.  Cornelius  F.  Strittmatter,  professor  and  chair- 
man of  the  Department  of  Biochemistry,  has  been 
elected  secretary  of  the  Association  of  Medical  School 
Departments  of  Biochemistry. 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 
NORTH  CAROLINA  MEMORIAL  HOSPITAL 


The  Nathan  A.  Womack  Surgical  Society  held  its 
1977  biennial  meeting  Feb.  3-5  in  Chapel  Hill.  The 
society  is  composed  of  individuals  who  received  their 


222 


Vol.  38.  No.  4 


■  Most  Widely  Prescribed  —  Antivert  is  the  most  widely  pre- 
scribed agent  for  the  management  ot  \-ertigo"  associated  with 
diseases  affecting  the  vestibular  system  such  as  Meniere's  disease, 
lahvnnthitis,  and  \-estibular  neuronitis. 

■  Relief  of  Nausea  and  Vomiting -Anti\ert/25  can  relieve  the 
nausea  and  \omiting  often  associated  with  \'ertigo:  _ 

■  Dosage  for  Vertigo"  —The  usual  adult  dosage  tor  Anti\ert/25 
is  one  tablet  t  i.d, 

BRIEF  SLMM.ARY  OF  PRESCRIBING  INFORMATION 


'INDICATIONS  Based  on  a  review  ot  this  dru^;  bv  the  Nanorul  Academv  ot 
Sciences  —  National  Research  Counal  and/or  other  intormanon,  FDA  has  classified 
the  indications  as  follows 

E//t'cnit:  Management  of  nausea  and  \ominng  and  dizziness  assoaated  wnth 
motion  sickness 

Possibly  Effu'Ltive:  Management  of  v'ertigo  assc>ciated  with  diseases  affecting  the 
vestibular  system. 

Final  classificanon  of  the  less  than  eftective  indicatKms  requires  further 
investigatKin 


g  Balanced  Rock,  Chincatiua  Mountains,  Arizona  (approx  1,000  tons) 

CONTRAINTDICATIONS  Administration  of  Annvert  I  meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestanon 
has  produced  cleft  palate  in  the  offspnng  Limited  studies  usmg  doses  of  over  100  mg  / 
kg  /day  in  rabbits  and  10  mg  /kg  /day  in  pigs  and  monkeys  did  not  show  cleft  palate 
Congeners  of  meclizine  have  caused  cleft  palate  in  speaes  other  than  the  rat 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a  previous  hvper- 
sensinvitv  to  it 

WARNINGS  Since  drowsiness  mav,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  dnving  a  car  or  operating 
dangerous  machinery 

L'siige  in  Children  Clinical  studies  establishing  safery  and  effectiveness  in  children 
have  not  b«en  done,  therefore,  usage  is  not  recommended  m  the  pediamc  age  group 

L'sage  m  Pregnancy  See  "Conn-aindications' 
ADXTiRSE  RE.ACnONS    Drovysiness,  dry  mouth  and,  on  rare  occasions,  blurred 
V  ision  have  been  reported 

More  detailed  professional  information  available  on 
request 


Antiver€/25 

(meclizine  HCl)  25  mg.Tablets 

for  vertigo* 


ROeRIG<9 

A  division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


®  Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SK&F'Co.) 
and  25  mg.  of  hydrochlorothiazide. 


MAKES  SENSE 

FOR  LOKG-TERM  CONTROL 

OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows: 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined. Its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  m  each  patient 
warrant. 


*  Indications:  When  the  fixed  combination  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  'IJyrenium' 
component  is  warranted. 

Contraindications:  Further  use  in  progressive 
renal  or  hepatic  dysfunction;  hyperkalemia.  Pre- 
existing elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs.  Routine  use  of  diuretics  in 
otherwise  healthy  pregnancy. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with 


cardiac  irregularities.  It  is  more  likely  in  severely 
ill  patients  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determi- 
nations of  serum  K"  should  be  made.  If  hyper- 
kalemia develops,  substitute  a  thiazide  alone, 
restrict  K*  intake.  The  presence  of  a  widened 
QRS  complex  or  arrhythmia  in  association  with 
hyperkalemia  requires  prompt  additional  therapy. 
Thiazides  are  reported  to  cross  the  placental 
barrier  and  appear  in  breast  milk;  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  other  adverse  re- 
actions that  have  occurred  in  the  adult  may  result. 
When  used  in  pregnancy  or  in  women  who  mi ght 
bear  children,  v\eigh  potential  benefits  against 
possible  hazards  To  fetus.  Adequate  information 
on  use  in  children  is  not  available- 
Precautions:  Do  periodic  serum  electrolyte 
determinations.(particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine  de- 
terminations should  be  made,  especially  in  the 
elderly,  diabetics,  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs  of 
impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone IS  used  concomitantly,  determine  serum 
K'  frequently;  both  can  cause  K'  retention  and 
elevated  serum  K'  .  Two  deaths  have  been  re- 
ported with  such  conc9mitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the  other 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias, 
liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiv- 
ing Dyrenium'    (triamterene,   SK&F   Co.),   and 


leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Do  periodic  blood  studies  in  cirrhotics 
to  check  for  nondrug-related  variations  in  blood 
pictures,  and  in  patients  with  folic  acid  depletion, 
since  'Dyrenium'  may  contribute  to  appearance 
of  megaloblastosis.  Antihypertensive  effect  may 
be  enhanced  iri  post-sympathectomy  patients. 
Use  cautiously  in  surgical  patients.  The  following 
may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuri- 
cemia and  gout,  digitalis  intoxication  (in  hypo- 
kalemia), decreasing  alkali  reserve  with  possible 
metabolic  acidosis.  "Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis, 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thia- 
zides alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for  in- 
stitutional use  only). 

SK&F  CO.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKlmc  Corporation 


TRIAMTERENE  CONSERVES  POTASSIUM  Nt^lLE 
HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE 


surgical  training  at  North  Carolina  Memorial  Hospi- 
tal. 

Duinng  the  scientific  sessions  a  number  ofthe  surgi- 
cal faculty  from  the  UNC'-CH  School  of  Medicine 
presented  papers.  Among  them  were  Drs.  George 
Johnson,  Jr..  Denson  R.  Wilcox.  Robert  D.  Croom 
III.  William  C.  Trier.  Stanley  R.  Mandel.  Floyd  A. 
Fried.  Herbert  J.  Proctor  and  Colin  G.  Thomas.  Jr.. 
who  chairs  the  department. 

Society  members  also  heard  an  anecdotal  biography 
of  the  late  Dr.  Womack  by  Dr.  Kenneth  Sugioka. 
chairman  of  the  department  of  anesthesiology.  And 
participating  in  the  scientific  sessions  were  the  chief 
residents  of  all  the  surgical  services  at  Memorial  Hos- 
pital. 


The  inability  to  monitor  viruses  in  water  has  scien- 
tists and  pubHc  health  researchers  increasingly  con- 
cerned about  water  safety  standards. 

Although  bacteria-related  diseases  such  as  cholera, 
dysentery  and  typhoid  have  been  virtually  eliminated 
since  chlorine  was  first  added  to  a  water  supply  in 
1919.  the  acceptable  levels  of  chlorine  used  to  kill 
bacteria  in  water  don't  necessarily  wipe  out  water- 
borne  viruses. 

Biophysicist  Dr.  D.  Gordon  Sharp  ofthe  UNC-CH 
School  of  Medicine  and  Dr.  Don  Johnson  of  the 
School  of  Public  Health  are  working  on  a  project  that 
is  part  of  a  national  research  program  aimed  at  improv- 
ing the  world's  water  supply.  Their  work  is  funded  by 
a  three-year  grant  from  the  Environmental  Protection 
Agency. 

A  major  part  of  their  observations  so  far  has  been 
the  realization  that  when  particles  of  the  same  virus 
are  clumped  together  in  bunches  they  survive  better 
than  individual  or  single  particles. 

One  ofthe  things  they  are  looking  for  is  information 
on  how  fast  chlorine  acts  on  viruses,  under  various 
conditions.  It's  their  hope  that  such  information  will 
lead  to  better  ways  of  providing  clean  and  safe  water. 


adverse  effects  on  adults.  In  a  still  immature,  rapidly 
developing  child,  we  are  especially  concerned  about 
the  possible  long-term  effects  of  these  drugs  on 
grov\th.  development  and  learning." 

The  investigation  w  ill  focus  on  psychoactive  drugs 
most  commonly  used  in  treatment  of  mentally  re- 
tarded, autistic  and  hyperkinetic  children.  In  may 
cases,  these  drugs  are  administered  over  a  period  of 
months  or  years  to  modify  the  children's  behavior. 

Initial  studies,  for  which  the  grant  was  awarded,  will 
assess  the  effects  of  these  drugs  on  animals,  specifi- 
cally rats  and  monkeys.  Directing  these  studies,  along 
with  Breese.  will  be  Drs.  Paul  Mushak  and  Martin 
Krigman  of  the  department  of  pathology  and  Drs. 
Robert  Mueller  and  Stephen  Kizer  ofthe  department 
of  pharmacology. 

The  second  part  ofthe  investigation,  for  which  fed- 
eral funds  are  being  sought,  will  include  a  careful 
evaluation  of  children  already  receiving  drug  therapy. 


James  R.  Turner,  administrative  director  of  the 
Children's  Hospital  Medical  Center  in  Cincinnati,  has 
been  named  associate  vice  chancellor  for  health  af- 
fairs at  the  University  of  North  Carolina  at  Chapel 
Hill. 

His  appointment,  announced  by  Vice  Chancellor 
for  Health  Affairs  Dr.  Christopher  C.  Fordham  III 
following  action  by  the  UNC-CH  Board  of  Trustees, 
was  effective  Jan.  14. 

Turner's  new  post  returns  him  to  Chapel  Hill  where 
from  1965-70  he  was  assistant  dean  for  administration 
in  the  UNC-CH  School  of  Medicine. 

As  associate  vice  chancellor.  Turner  will  assist 
Fordham  in  providing  administrative  support  to  the 
schools,  centers  and  other  units  of  the  division  of 
health  affairs.  His  responsibilities  will  include  aiding 
the  vice  chancellor  in  representing  the  health  affairs 
division  within  the  university  and  working  with  ex- 
ternal constituencies  at  local,  state  and  national  levels 
to  acquire  appropriate  program  resources. 


Psychoactive  drugs  and  their  possible  side  effects 
are  the  object  of  a  five-year  study  by  a  team  of  re- 
searchers at  the  Biological  Sciences  Research  Center 
at  the  University  of  North  Carolina  at  Chapel  Hill. 

The  first  year  of  their  investigation  is  being  funded 
by  a  $244,000  grant  from  the  National  Institute  of 
Child  Health  and  Human  Development.  Similar 
amounts  are  expected  to  be  awarded  for  the  succeed- 
ing four  years  of  study. 

Heading  the  research  effort  is  Dr.  George  R. 
Breese,  professor  of  psychiatry  and  pharmacology  at 
the  UNC-CH  School  of  Medicine. 

"We  know  that  drugs  are  very  useful  in  moderating 
the  behavior  of  children  who  are  violent  or  otherwise 
uncontrollable,"  says  Breese.  "What  we  don't  know 
is  whether  these  drugs  may  also  be  harmful  in  the  long 
run. 

""Some  of  these  drugs,  in  large  doses,  can  have 


Dr.  Morris  A.  Lipton.  Sarah  Graham  Kenan  Profes- 
sor of  Psychiatry  and  director  of  the  Biological  .Sci- 
ences Research  Center,  was  elected  president  ofthe 
American  College  of  Neuropsychopharmacology  at 
the  organization's  recent  annual  meeting  in  New  Or- 
leans. 

He  was  also  selected  by  the  organization  to  edit  a 
book  on  progress  in  the  field  of  neuropsychophar- 
macology during  the  last  generation. 


When  the  Carr  Mill  Shopping  Village  opens  in 
Carrboro  this  spring,  it  w  ill  include  something  that  few 
shopping  malls  have  —  a  hemodialysis  unit.  The  unit 
will  be  a  satellite  facility  of  North  Carolina  Memorial 
Hospital. 

The  Carr  Mill  unit  will  offer  patients  several  advan- 
tages over  in-the  hospital  treatments,  says  Vincent 
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Kavel,  Memorial  Hospital's  planning  director. 

"It  is  far  less  expensive  to  dialyze  patients  in  this 
kind  of  limited  care  facility  than  in  the  hospital," 
Kaval  explains.  "Also,  it  will  be  more  convenient  for  a 
lot  of  people  and  it  will  provide  a  much  more  relaxed 
and  comfortable  environment  for  the  patients." 

The  staff  of  the  Carr  Mill  unit  will  include  two  spe- 
cially trained  registered  nurses,  four  hemodialysis 
technicians  and  a  social  worker  who  is  familiar  with 
the  problems  dialysis  patients  often  encounter.  Physi- 
cians will  make  daily  visits  to  the  unit. 

The  facility  will  include  eight  machines  for  treating 
chronic  dialysis  patients  and  three  reserved  for  pa- 
tients being  taught  to  dialyze  themselves  at  home.  The 
entire  home  training  program  will  be  transferred  from 
the  hospital  to  the  satellite  unit. 


When  someone  is  badly  hurt,  his  chances  of  survi- 
val may  be  only  as  good  as  the  emergency  care  he 
receives,  says  Dr.  Herbert  Proctor,  clinical  director  of 
the  state's  Emergency  Medical  Services  program. 

"Our  community  hospitals  are  quite  capable  of 
dealing  with  most  common  injuries.  But  studies  have 
shown  that  people  with  critical  injuries,  involving  sev- 
eral organ  systems,  have  a  better  chance  of  living  if 
they  are  quickly  transferred  to  a  large,  regional  hospi- 
tal." 

Proctor,  an  associate  professor  of  surgery  at  the 
University  of  North  Carolina  at  Chapel  Hill  School  of 
Medicine,  heads  a  special  trauma  service  at  North 
Carolina  Memorial  Hospital. 

The  function  of  the  service  is  to  provide  coordinated 
specialty  care  for  trauma  victims  whose  injuries  may 
involve  several  vital  organs. 

The  work  of  the  trauma  service  begins  in  a  specially 
equipped  section  of  the  emergency  room.  Within 
seconds  after  a  trauma  victim  arrives,  a  team  of  sur- 
geons and  nurses  is  monitoring  his  vital  signs  and 
assessing  his  injuries. 

If  necessary,  the  emergency  room  team  can  per- 
form emergency  surgery  to  control  profuse  bleeding 


temporarily  or  to  enable  the  patient  to  breathe.  Then 
he  is  wheeled  into  an  operating  room  where  surgeons 
continue  the  job  of  repairing  whatever  damage  has 
been  done. 

After  surgery  patients  whose  injuries  involve  sev- 
eral organ  systems  are  admitted  to  a  l.^-bed  unit  oper- 
ated by  the  trauma  service.  Others  are  admitted  to  one 
of  the  specialty  services  for  treatment  of  a  particular 
injury. 

The  most  critically  ill  are  admitted  to  the  Trauma 
Research  Unit,  an  intensive  care  unit  with  laboratory 
support  facilities  and  computer-assisted  monitoring 
equipment. 

Consultants  from  all  the  medical  specialties  are  al- 
ways on  call  to  supplement  the  staff  of  the  trauma 
service.  The  service  also  has  fulltime  laboratory, 
x-ray  and  blood  bank  support. 

The  trauma  service,  which  oversees  the  direct,  im- 
mediate care  of  patients,  is  just  one  part  of  the  Trauma 
Center  developed  by  Memorial  Hospital  and  the 
School  of  Medicine.  The  center's  activities,  in  addi- 
tion to  patient  care,  include  trauma  research  and  edu- 
cation. ::  S  :^ 

Dr.  Frank  C.  Wilson,  professor  and  chief  of  or- 
thopaedic surgery  at  the  University  of  North  Carolina 
at  Chapel  Hill  School  of  Medicine,  has  been  named 
president-elect  of  the  Association  of  Orthopaedic 
Chairmen.  He  will  take  office  as  president  at  the  con- 
clusion of  the  1977  meeting  of  the  association. 

The  national  organization  was  founded  in  1970  to 
explore  problems  related  to  graduate  and  under- 
graduate orthopaedic  education  in  medical  schools,  to 
provide  a  mechanism  for  the  coordination  and  plan- 
ning of  cooperative  activities  among  orthopaedic  de- 
partments and  residencies  and  to  serve  as  an  active 
liaison  between  the  specialty  of  orthopaedics  and 
those  organizations  interested  in  medical  education. 

Wilson  served  on  the  Board  of  Directors  of  the 
association  from  1973  until  1976.  He  is  one  of  approx- 
imately 1 70  chairmen  of  orthopaedic  departments  who 
are  now  members  of  the  association. 
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The  Carter  Administration  has  fired  the  first  tor- 
pedo in  its  battle  against  escalating  health  care  costs 
by  asking  Congress  to  approve  a  "permanent  hospital 
cost  containment  system"'  that  would  coverall  hospi- 
tal operations,  private  as  well  as  governmental. 

Recommended  in  the  revised  budget  prepared  by 
the  Administration  is  a  limit  of  about  9%  on  increases 
in  reimbursement  for  operating  costs  per  admission 
for  each  hospital  for  the  fiscal  year  that  starts  Oct.  1 . 
Other  features  of  the  plan  "to  contain  the  continued 
rapid  and  disturbing  rise  in  the  cost  of  health  care"" 
include: 

**waiver  for  states  with  acceptable  hospital  rate 

review  programs. 
**separate  controls  on  hospital  outpatient  depart- 
ments, to  encourage  alternatives  to  inpatient 
care. 
**federal  programs  to  encourage  additional  cost 
containment  activities  such  as  second  opinion  be- 
fore surgery,  pre-admission  review  for  non- 
emergency hospital  care,  etc. 
**monitoring  for  federal  compliance,  primarily 
using  data  already  reported  by  hospitals  for  pro- 
grams, such  as  Medicare  and  Medicaid.  Hospitals 
found  in  violation  of  reimbursement  ceilings  in 
any  year  could  "repay""  excesses  by  reducing 
charges  or  reimbursement  increases  in  the  future. 
**civil  and  criminal  penalties  would  be  included  to 

combat  fraud  and  abuse. 
Under  the  proposal  the  Health,  Education  and 
Welfare  Department  Secretary  would  appoint  a  na- 
tional advisory  committee  "of  broad  representa- 
tion"" to  help  determine  trends  in  spending  for  hospital 
care. 

The  program  would  be  directed  by  the  Health,  Edu- 
cation and  Welfare  Department  and  would  begin  v\ ith 
a  directive  from  Congress  to  establish  limits  on  annual 
rates  of  increase  in  hospital  reimbursement  from  all 
payors,  beginning  in  fiscal  year  1978,  after  consulta- 
tion with  the  health  industry  and  the  public.  The  pro- 
gram itself  would  be  administered  in  large  part  by  the 
hospitals  and  private  third  party  payors,  according  to 
HEW. 

The  plan  is  to  evolve  a  more  effective  cost  contain- 
ment program  later.  This  plan  would  remain  in  effect 
"until  absorbed  by  reimbursement  provisions  of  a 
comprehensive  national  health  insurance  plan."" 

The  cost  containment  plan  will  be  submitted  to 
Congress  for  legislative  approval  after  meetings  with 
such  organizations  as  the  American  Hospital  Associa- 
tion, the  American  Medical  Association  and  Blue 


Cross,  HEW  Secretary  Joseph  Califano  told  report- 
ers. Other  organizations  to  meet  with  HEW  included 
the  Health  Insurance  Association  of  America  and  the 
Federation  of  American  Hospitals. 

Despite  the  scope  of  the  proposal,  covering  private 
as  well  as  public  expenditures,  Califano  denied  the 
plan  represented  a  return  to  the  wage-price  freeze 
system  of  several  years  ago.  Asked  why  physician 
fees  were  not  covered,  the  HEW  Secretary  said  his 
department  is  taking  "one  step  at  a  time,'"  Califano 
said  "we  will  be  looking  at  that  to  see  what  should  be 
done."" 

This  proposal  is  not  sure  to  be  enacted  by  a  Con- 
gress which  has  been  hesitant  about  such  freezes  and 
which  last  year  refused  to  consider  President  Ford"s 
recommendation  to  limit  increases  in  Medicare  reim- 
bursement to  physicians  and  hospitals.  Organized 
labor  is  vigorously  opposed  to  federal  wage-price  re- 
straints and  interested  lawmakers  have  been  consider- 
ing their  own  proposals  to  curb  the  costs  of  Medi- 
care-Medicaid. 

Aceilingonhospitalcost  increases  is  "essential .  .  . 
to  a  .  .  .  national  health  insurance  program.""  said 
Califano.  .  .  .  "The  cost  containment  program  repre- 
sents the  first  step  in  making  national  health  insurance 
financially  feasible.""  Under  the  plan,  no  hospital 
could  increase  its  overall  level  of  charges  by  more  than 
the  negotiated  and  federally  sanctioned  ceiling. 

Califano  said  that  if  hospitals  raise  charges  without 
economic  justification  before  the  program  goes  into 
effect  "it  may  be  necessary  for  the  legislation  to  have 
sufficiently  retroactive  impact  to  nullify  the  benefits  of 
such  improper  conduct."' 

John  Alexander  McMahon.  president  of  the  Ameri- 
can Hospital  Association,  immediately  declared  that 
any  program  that  sets  an  arbitrary  limit  on  one  seg- 
ment of  the  economy  while  ignoring  the  rest  is  "in- 
equitable, unworkable  and  may  well  be  counter- 
productive." Asserting  the  tlat  opposition  of  the  AHA 
to  the  proposal,  McMahon  said  a  cost  containment 
plan  must  consider  wage  and  price  increases  beyond 
the  control  of  hospitals  as  well  as  the  individual  cir- 
cumstances of  each  institution. 

Recent  statistics  show  that  food  and  fuel  prices  are 
rising  faster  than  those  for  health  care,  according  to 
the  AHA  president.  "Hospital  charges  have  gone  up 
as  a  direct  response  to  the  public"s  need  for  access  to 
quality  health  care,""  he  said. 

The  Federation  of  American  Hospitals  called  the 
plan  "unrealistic  and  unfair."'  John  A.  Bradley.  FAH 
president  said,  "The  goal  is  laudable  but  legislation 
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imposing  controls  on  prices  without  controls  on  wages 
and  supplies  is  unrealistic  and  unfair.  The  proposal  is  a 
retread  of  President  Nixon's  Phase  IV  control  pro- 
gram and  it  is  inconsistent  with  President  Carter's 
policy  against  wage-price  controls  as  well  as  his  desire 
to  reduce  the  growth  of  government." 

Bradley  said  an  arbitrary  limit  to  reimbursement 
"would  be  a  government  directive  to  hospitals  to  sac- 
rifice the  quality  of  care"  and  added, "it  is  disappoint- 
ing that  government  has  not  addressed  the  causes  of 
inflation  of  hospital  costs.  Under  an  arbitrary  cap,  a 
hospital  could  find  itself  in  the  ludicrous  position  of 
having  to  restrict  the  number  of  tests  a  physician  may 
order." 


The  Carter  Administration  has  announced  plans  to 
write  off  the  military  medical  school  as  a  $50  million 
mistake.  Defense  Secretary  Harold  Brown  said:  "The 
University  of  Health  Sciences  is  to  be  closed,  its  cur- 
rent students  placed  elsewhere  in  scholarship  pro- 
grams and  its  facilities  put  to  other  use.  Physician 
needs  of  the  military  services  can  be  satisfied  more 
economically  by  direct  recruitment.  The  1978  budget 
can  be  reduced  by  $14  million." 

This  decision  came  as  the  military  medical  school 
was  midway  through  its  first  year  of  operation  with  32 
students  and  construction  of  a  building  was  well  along 
on  the  grounds  of  the  Bethesda  Naval  Medical  Center 
near  Washington,  D.C.  The  school  has  been  opposed 
by  the  American  Medical  Association  since  Congress 
considered  the  proposal  in  1972.  In  the  interim  it  also 
has  come  under  severe  attack  from  various  study 
commissions  and  lawmakers  as  an  inordinately  ex- 
pensive method  of  producing  relatively  few  physi- 
cians for  the  armed  services. 

Congress  may  move  to  reverse  the  Administration's 
decision  although  the  prime  mover  for  the  school  — 
former  Rep.  F.  Edward  Hebert  (D-La.),  Chairman  of 
the  House  Armed  Services  Committee  —  is  no  longer 
in  Congress.  There  is  strong  backing  for  the  school  on 
both  committees,  but  it  has  not  been  tested  by  such  a 
forceful  presidential  move. 


The  dilemma  facing  the  Carter  Administration  on 
national  health  insurance  was  bluntly  stated  by  the 
Congressional  Budget  Office  in  its  annual  report.  A 
plan  fully  financed  by  taxes,  as  labor  proposes,  would 
use  most  of  the  money  available  for  new  programs 
"and  would  most  likely  require  compensating  reduc- 
tions in  other  federal  programs  or  tax  increases  above 
current  policy  levels."  The  budget  office,  which  helps 
guide  and  determine  Congress'  spending  and  legisla- 
tive plans,  put  the  1982  cost  of  such  an  NHI  plan  at  a 
minimum  of  $108  billion. 


President  Carter  has  nominated  a  Vietnam  war  vet- 
eran. Max  Cleland.  34,  to  head  the  Veterans  Ad- 
ministration. Cleland  lost  two  legs  and  an  arm  from  a 


grenade  explosion  in  battle.  In  1971  he  became  the 
youngest  member  of  the  Georgia  Legislature. 

The  appointment  was  seen  as  a  victory  for  the 
younger  Vietnam  veterans  groups  who  have  urged  one 
of  their  own  be  appointed.  Cleland  ran  unsuccessfully 
for  Lieutenant  Governor  of  Georgia  in  1974  and  then 
joined  the  staff  of  the  U.S.  Senate  Veterans  Affairs 
Committee. 


The  government  is  moving  to  encourage  the  use  of 
physician  extenders  (PL's)  in  rural  areas.  The  Social 
Security  Administration  has  launched  an  experimen- 
tal program  to  reimburse  physicians  for  "indepen- 
dent" medical  services  provided  Medicare  ben- 
eficiaries by  physician  extenders.  Previous  policy  had 
been  to  reimburse  physicians  for  PL  Medicare  Part  B 
services  only  "incident  to"  a  physician's  services  and 
performed  under  the  direct  supervision  of  the  physi- 
cian. The  new  policy  will  permit  payment  for  indepen- 
dent services  of  physician's  assistants,  nurse  prac- 
titioners, medex  and  similar  health  care  providers. 
The  reimbursement  will  be  made  only  to  a  physician 
extender's  employer,  not  to  the  PL  directly. 

The  new  social  security  policy  was  announced 
shortly  before  Congress  opened  hearings  on  legisla- 
tion with  strong  backing  in  House  and  Senate  to  re- 
quire Medicare  reimbursement  for  qualified  PL  pro- 
grams in  rural  areas  without  the  restriction  of  direct 
physician  supervision.  Although  the  four  major  bills 
up  for  consideration  do  not  call  for  direct  payment  to 
PL's,  they  differ  in  reimbursement  policies  with  some 
allowing  reimbursement  to  rural  clinics  and  others 
requiring  that  reimbursement  be  channeled  only 
through  the  responsible  physician. 

Knotty  medical  ethical  and  policy  questions  will  be 
aired  at  the  hearings  by  the  House  Ways  and  Means 
Subcommittee  on  Health,  with  the  issue  of  profes- 
sional liability  heading  the  list.  On  a  broader  front,  the 
lawmakers  must  consider  limitations  on  what  services 
can  be  provided  by  the  PL's  without  stepping  into  the 
province  of  physicians.  The  amount  of  supervision 
and  responsibility  resting  on  the  physician  for  the 
services  of  PL's  will  be  an  important  issue.  The  reim- 
bursement procedure  is  involved  in  all  of  these  ques- 
tions. 

Practices  that  wish  to  be  considered  for  enrollment 
in  the  experiment,  or  wish  to  receive  further  informa- 
tion regarding  the  experiment,  should  call  collect  to 
the  University  of  Southern  California,  Division  of  Re- 
search in  Medical  Lducation.  (Social  Security  con- 
tractor) at  213/221-2147  from  9:00  a.m.  through  4:00 
p.m.,  California  time.  All  such  queries  must  be  made 
by  May  1. 


The  State  and  Justice  Departments,  heeding  the 
plight  of  hard-pressed  hospitals,  have  agreed  to  a 
proposal  by  HLW  for  a  one-year  waiver  of  new  re- 
strictions on  admissions  of  "exchange  visitors"  — 
foreign  medical  graduates  (FMG). 
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Hospitals  had  complained  that  the  new  restrictions, 
if  implemented,  would  have  slashed  staffs  of  hospitals 
dependent  on  FMGs.  The  law's  requirement  that  resi- 
dence in  this  country  be  limited  to  two  years  with  a 
third  year  on  approval  was  not  waived.  Since  more 
than  half  of  FMG  residents  are  on  immigrant  status 
rather  than  exchange  visitors,  hospitals  fear  FMGs 
will  be  fewer  anyway. 

The  American  Hospital  Association,  the  American 
Medical  Association  and  many  other  medical  groups 
had  argued  against  the  law's  clamps  on  FMGs.  con- 


tending that  hardships  v^ouid  result  and  that  increas- 
ing numbers  of  domestic  physicians  would  end  hospi- 
tal reliance  on  FMGs. 

Sen.  Edward  Kennedy  (D-Mass.).  who  was  instru- 
mental in  securing  passage  for  the  controversial  re- 
strictions on  FMGs.  and  Rep.  Paul  Rogers  (D-Fla.). 
Chairman  of  the  House  Commerce  Health  Subcom- 
mittee, have  written  a  joint  letter  to  the  State  and 
Justice  Departments  urging  the  government  next  year 
to  submit  a  plan  for  eventual  phasing-out  of  ■"ill- 
trained"  foreign  physicians. 


Book  Review 


Current  Obstetrics  and  Gynecologic  Diagnosis  and  Treat- 
ment. By  Ralph  C.  Benson.  M  D.  41  I  pp.  illus.  Los  Altos, 
California:  Lange  Medical  Publications,  [V76.  $16.00  (soft- 
back edition). 

After  reviewing  and  using  this  textbook  for  several 
weeks.  I  judge  it  a  significant  contribution  to  the  study 
and  review  by  medical  students  of  diagnosis  and  man- 
agement in  obstetrics  and  gynecology.  The  text  is  also 
an  excellent  ready  reference  for  the  busy  practicing 


clinician.  It  is  not  a  synopsis  but  an  omnibus  by  43 
teachers,  researchers  and  practitioners  writing  on  sub- 
jects of  special  interest  to  them  or  in  areas  in  which 
they  are  recognized  authorities.  Each  chapter  is  a 
concise,  in-depth  approach  to  diagnosis  and  treat- 
ment. This  appears  to  be  the  most  complete  up-to-date 
text.  Most  of  the  references  are  for  literature  as  recent 
as  the  last  three  to  five  years. 

W.  Joseph  May.  M.D. 


In  MBmnnam 


J.  Street  Brewer,  M.D. 

Our  esteemed  colleague  and  past  society  leader. 
J.  Street  Brewer,  no  longer  walks  among  us.  His  wise 
counselings  and  humorous  wit  can  no  longer  be 
heard  and  heeded  by  those  of  us  who  cherished  him  as 
a  fellow  Aesclepidorby  the  thousands  of  appreciative 
and  affectionate  persons  \\ho  were  proud  to  be  his 
patients.  No  longer  does  he  accomplish  great  feats  in 
the  academic  and  socioeconomic  realms  of  medicine 
on  national  as  well  as  county  and  state  levels.  After  55 
dedicated  years  in  service  to  mankind  he  has  been 
called  to  rest  by  the  Great  Physician.  Dr.  Bre\^er.  the 
son  of  the  first  superintendent  of  schools  in  Sampson 
County,  was  bom  in  Roseboro  on  July  15.  1895.  He 
attended  Roseboro  Grammar  School  and  Salemburg 
Academy  and  was  graduated  from  Winterville 
Academy  as  valedictorian  in  1913.  He  earned  a 
bachelor  of  science  degree  at  Wake  Forest  College  in 
1917.  where  he  had  time  to  play  varsity  football,  serve 


as  business  manager  of  the  college  yearbook.  The 
Honhr.  and  was  elected  class  historian.  He  was  cho- 
sen a  member  of  Alpha  Kappa  Honorary  Scholastic 
Medical  Fraternity  at  Jefferson  Medical  College  from 
which  he  received  his  medical  degree  in  1919, 

His  arduous  and  varied  postgraduate  work  over 
several  years  enabled  him  to  be  most  adept  in  the 
many  disciplines  of  medicine  that  comprise  family 
practice.  From  his  early  beginning  as  a  house  physi- 
cian at  Highsmith  Hospital  in  Fayetteville.  he  pro- 
gressed rapidly  to  become  chief  resident  obstetrician 
at  Barnes  Hospital  in  St.  Louis,  after  interim  appoint- 
ments on  the  staffs  of  New  York  City's  Roosevelt 
Hospital  and  New  York  Lying  In  Hospital  for  Wom- 
en. He  also  attended  courses  at  the  New  York  Post 
Graduate  Medical  School,  the  University  of  Cincin- 
nati School  of  Medicine  and  the  Washington  Univer- 
sity School  of  Medicine  in  St.  Louis.  Dr.  Brewer's 
abilities  as  an  organizer  and  de\  eloper  v.  ere  reflected 
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by  the  many  offices  he  held  in  various  medically  re- 
lated organizations,  ranging  from  two  terms  as  presi- 
dent of  the  Sampson  County  Medical  Society  to  ap- 
pointment by  President  Harry  Truman  in  1950  to  the 
President's  Commission  on  Health  Needs.  In  1944.  he 
was  appointed  by  Governor  Cherry  to  the  first  North 
Carolina  Medical  Care  Commission,  remaining  in  that 
post  on  appointment  by  five  succeeding  governors 
over  a  period  of  29  years.  22  of  which  were  served  on 
the  executive  committee  of  that  body.  At  various 
times  during  his  career,  he  was  a  valued  member  of  the 
North  Carolina  Board  of  Medical  Examiners,  presi- 
dent of  the  Third  District  Medical  Society,  chief  of 
staff  of  Sampson  County  Memorial  Hospital,  and  for 
22  years  a  director  of  the  Hospital  Savings  Associa- 
tion, a  Blue  Cross  Blue  Shield  organization.  In  1953. 
he  was  president  of  the  North  Carolina  Medical  Soci- 
ety. For  several  years  he  chaired  the  Rural  Health 
Committee  of  North  Carolina.  When  first  entering 
practice  he  performed  the  duties  of  coroner  of  Samp- 
son County  for  eight  years. 

Dr.  Brewer  held  the  academic  appointment  of  in- 
structor in  general  medicine  at  Duke  University  Medi- 
cal School.  The  faculty  of  the  University  of  North 
Carolina  bestowed  on  him  a  Distinguished  Service 
Award  in  1956.  and  a  similar  honor  was  granted  in  1959 
by  Wake  Forest  University  which  chose  him  recipient 
of  the  first  Distinguished  Alumni  award  for  being  the 
most  outstanding  alumnus  in  the  field  of  medicine. 

Even  the  burden  of  a  busy  medical  practice  did  not 
prevent  Dr.  Brewer  from  finding  time  to  perform 
community  and  church  obligations.  He  was  chairman 
of  the  board  of  deacons  of  Roseboro  Baptist  Church,  a 
32nd  Degree  Scottish  Rite  Mason  and  a  Shiner.  He 
served  various  terms  on  the  Roseboro  School  Com- 
mittee and  sat  on  the  boards  of  trustees  of  Southwood 
College  and  Campbell  College. 

It  is  most  evident  from  the  foregoing  account  that 
Dr.  Brewer  gave  unselfishly  of  his  time  to  promote  all 
changes  for  the  betterment  of  the  quality  of  life  for  his 
fellow  man.  He  has  established  a  most  enviable  record 
in  his  service  to  mankind,  one  which  should  be  a 
challenge  to  all  of  us  to  duplicate  as  we  continue  to 
strive  to  provide  the  best  medical  care  for  our  patients. 
North  Carolina  Medical  Society 

William  T.  Berkeley,  Jr..  M.D. 

The  demise  of  Dr.  William  T.  Berkeley  on  February 
5.  1976.  from  coronary  occlusion  was  a  profound  loss 
to  his  family,  to  plastic  surgery,  to  his  church,  to  the 
community  of  Charlotte  and  to  his  wide  circle  of 
friends  and  colleagues. 

Bill  was  bom  in  Eccles.  W.Va..  on  November  18. 
1917.  He  was  brought  up  in  Durham,  where  he  at- 
tended the  public  schools.  He  received  his  B.S.  degree 
from  Duke  University  in  1940  and  his  M.D.  from 
Georgetown  University  Medical  School  in  1943.  After 
serving  an  internship  at  the  Providence  Hospital  in 
Washington.  D.C..  Bill  came  to  the  Charlotte  Memo- 
rial Hospital  where  he  served  as  Junior  surgical  resi- 
dent from  October,   1944.  to  July.   1945.  After  two 


years  in  the  U.S.  Army  Medical  Corps.  Bill  returned 
to  Georgetown  University  School  of  Medicine  for  a 
fellowship  in  pathology,  followed  by  a  two-year  assis- 
tant residency  in  general  surgery.  During  1950.  Bill 
served  as  chief  resident  in  plastic  surgery  at  New  York 
Hospital.  Cornell  Medical  Center,  under  the  late  Dr. 
Herbert  Conway. 

Bill  returned  to  Charlotte  in  1951  to  practice  plastic 
surger>'.  Always  interested  in  the  progress  of  plastic 
surgery,  he  worked  hard  to  establish  a  plastic  surgery 
service  at  the  Charlotte  Memorial  Hospital.  In  1968. 
his  efforts  came  to  fruition.  Bill  was  always  interested 
in  teaching  the  house  staff  and  he  had  their  interests  at 
heart.  He  had  great  love  and  devotion  for  all  of  his 
patients,  but  had  a  very  special  interest  and  compas- 
sion for  children  with  clefts  of  the  lip  and  palate.  He 
published  six  articles  on  this  subject  alone. 

Bill  always  wanted  to  help  the  unfortunate.  To  this 
end.  in  November.  1968.  he  volunteered  to  work  in  a 
plastic  surgery  unit  in  Vietnam.  There  were  no  fully 
trained  plastic  or  reconstructive  surgeons  in  Vietnam, 
a  country  where  50,000  people  a  year  needed  surgery 
to  repair  war  wounds  or  birth  defects.  Bill  became  the 
third  man  in  his  family  to  volunteer  for  Vietnam,  "so  I 
can  support  my  two  sons  by  example,  rather  than 
arm-chair  logic.""  At  the  time.  Bill  Berkeley  III  was 
serving  as  a  Marine  Radio  Sergeant  and  was  stationed 
60  miles  below  Khe  Sanh  in  the  mud.  Alex.  23.  at  the 
same  time  was  working  out  of  an  Army  base  on  the 
east  coast  of  South  Vietnam  handling  infrared  camera 
on  the  vulnerable  reconnaissance  planes  over  the  Viet 
Cong  area. 

Bill  was  certified  by  the  American  Board  of  Plastic 
Surgery,  had  been  president  of  the  Southeastern  Soci- 
ety for  Plastic  Surgeons  and  was  an  active  member  of 
the  American  Association  of  Plastic  Surgeons,  the 
American  Society  of  Plastic  and  Reconstructive  Sur- 
geons, the  American  College  of  Surgeons,  the  Society 
of  Head  and  Neck  Surgeons,  the  American  Cleft  Pal- 
ate Association  and  many  others.  He  was  an  en- 
thusiastic participant  at  many  meetings. 

Bill  was  a  devoted  member  of  the  First  Presbyterian 
Church  of  Charlotte,  where  he  had  been  a  deacon. 

An  avid  sportsman.  Bill  was  always  striving  to  im- 
prove his  golf  handicap.  He  was  particularly  in- 
terested in  the  sports  program  at  Duke  University, 
where  he  attended  undergraduate  school.  He  was  a 
charter  and  life  member  of  the  Iron  Dukes  and  was 
always  on  hand  to  lend  support  morally  and  finan- 
cially. 

Bill,  at  the  time  of  his  death,  was  a  young  and 
energetic  man  in  mind  and  vision,  yet  he  was  old 
enough  to  have  been  a  pioneer  in  the  field  of  plastic 
surgery  in  Charlotte.  His  skill,  wisdom  and  en- 
thusiasm were  shared  with  his  associates.  Dr.  C.  Hal 
Chaplin  and  Dr.  Andrew  Walker. 

Bill  contributed  much  to  his  family,  his  church,  his 
college  and  his  profession.  His  service  enriched  the 
lives  of  his  many  patients  and  made  the  world  a  better 
place  in  which  to  live. 

Mecklenburg  County  Medical  Society 
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Classified  Ads 


EMERGENCY  PHYSICIAN:  Career-oriented  emergency  physician 
needed  to  complete  full-time  group  at  excellent  private  hospital  with 
full  specialty  back-up;  university  afdliations  encouraged;  competi- 
tive salary  and  benefits;  outstanding  opportunity  for  well-qualified 
emergencv  phvsician.  Please  contact:  Douglas  I.  Hammer,  M.D., 
P.O.  Box"30788.  Raleigh.  N.C..  (919)-782-5488. 

NORTH  CAROLINA,  GASTONIA  (Population  50,000  —  20  min. 
from  Charlotte)  and  its  physicians  are  seeking  additional  family 
practitioners  andyor  primary  care  internists  for  their  city.  Two 
hours  from  mountains,  four  hours  from  the  sea  —  mild  climate  of 
the  southern  piedmont.  Practice  space  and  opportunities  for  shar- 
ing night  and  week-end  calls  available.  Beautiful  479-bed,  3-yr.  old 
community  general  hospital  —  open  staff.  Worth  looking  into! 
Address  inquiries  to:  Gerard  Marder,  M.D.,  Chief  of  Staff,  Gaston 
Memorial  Hospital,  Inc.,  1839  E.  Garrison  Blvd.,  Gastonia.  North 
Carolina  28052 

CONFERENCES  FOR  MEDICAL  PROFESSIONALS.  A  calendar 
listing  of  over  500  national/international  meetings,  conferences  and 
seminars  in  the  medical  sciences  for  1977.  .All  medical  specialties 
included.  Send  a  $10.00  check  or  monev  order  pavable  to  Profes- 
sional Calendars,  P.O.  Box  40083.  Washington,  D.C.  20016. 


PHYSICIAN  LOANS  BY  MAIL  Signature  only.  $5,000  to  $25,000. 
Use  for  Starting  New  Practice,  Equipment  Purchase,  Investment, 
etc.  For  information  in  strict  confidence  write:  W.  Vern  Britton, 
Pres.,  Financial  Resources  Co.,  Box  502,  Richmond,  Virginia 
23204 


EMERGENCY  PITi'SlCIANS  WANTED:  Hospital  seeking  to  begin 
full  time  emergency  physician  coverage.  Need  two  men  at  this  time. 
Prefer  Emergency  Medical  Trained  Men;  however,  not  necessary. 
Graduate  of  American  Medical  School.  Salary,  $50,000  range. 
Excellent  area  for  hunting,  fishing,  water  sports,  etc.  Contact:  John 
P.  Davis,  Administrator,  Beaufort  Countv  Hospital.  East  12th 
Street.  Washington,  N.C.  27889. 


PHYSICIANS  NEEDED:  M.D.'s  having  completed  or  near  comple- 
tion of  internships  or  residencies  for  hospitaiyclinics/flight  surgeon 
duties.  Choice  of  duty  station,  $30,000-40,000  starting  salary, 
travel  and  relocation  expenses  paid,  30  days  paid  vacation  annu- 
ally, duty  rotation  allows  excellent  family  life.  Contact  LT.  Ron 
Hewett,  Navv  Phvsician  Programs.  Nav^  Recruiting  District,  P.O. 
Box  18568.  Raleigh.  N.C.  27609  or  call  coUect  (919)  872-2547. 


A  unique  hospital  specializing  in  treatment  of 

ALCOHOLISM 
DRUG  ADDICTION 


In  this  restful  setting  away  from  pressures 
ancd  free  from  (jistractions,  the  Willingway 
staff,  with  un(jerstan(jing  and  compassion, 
carries  out  an  intensive  program  of 
therapy  base(j  on  honesty  ancj  responsi- 
bility. The  concepts  and  methods  are  ori- 
ginal, different  and  have  been  highly  suc- 
cessful  for  fifteen   years. 

John    Mooney,    Jr  ,    M  D  ,    Director 
Dorothy    R     Mooney,    Associate   Director 
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THE 
ANXIETY-SPECIFIC. 

•  a  predictable  pattern  of  patient  response 

•  seldom  associated  with  serious  side  effects,  in  proper  dosage 

•  rarely  interferes  with  mental  acuity 

•  used  concomitantly  with  many  primary  medications 

•  three  dosage  strengths  meet  most  patient  needs 

UBumm  & 

chlordiazepoxide  HCI/ Roche 

Smg.lOmg,  25mg  capsules 


Before  prescribing,  please  consult  com- 
plete product  information,  a  summary  of 
wfiich  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
tiypersensitivity  to  ttie  drug. 
Warnings:  Caution  patients  about  pos- 
sible combined  effects  witti  alcofiol  and 
other  CNS  depressants  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g..  operating 
machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiclion- 
prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possi- 
bility of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  toler- 
ated  Not  recommended  in  children  under 
six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 


Libritahs^  (chlordiazepoxide)  a\ailahle 
in  5  mg,  lOmg  and  25  mg  tablets. 


tropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Ob- 
serve usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Para- 
doxical reactions  (e.g.,  excitement,  stimu- 
lation and  acute  rage)  have  been  reported 
in  psychiatric  patients  and  hyperactive  ag- 
gressive children  Employ  usual  precau- 
tions in  treatmentof  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants:  causal  relation- 


ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction: 
changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunc- 
tion have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 
5  or  10  mg  f./.d  or  q./.d.,-  severe  states, 
20  or  25  mg  t.i.d.  orq.i.d.  Geriatric  patients: 
5  mg  bid.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium's'  (chlordiazepoxide  HCI) 
Capsules.  5  mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
100,  available  in  trays  of  4  reverse-num- 
bered boxes  of  25,  and  in  boxes  containing 
1 0  strips  of  1 0;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  1 0. 
Libritabs®  (chlordiazepoxide)  Tablets. 
5  mg,  10  mg  and  25  mg— bottles  of  100 
and  500.  With  respect  to  clinical  activity, 
capsules  and  tablets  are  indistinguishable 
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Since  its  discovery  in  the  research  laboratories  at  Roche,  Librium 
has  been  the  object  of  ongoing  pharmacologic  and  clinical  investigation. 

The  published  record  on  Librium  is  enormous.  So  large,  in  fact,  we 
put  it  into  a  computer  literature  retrieval  system  to  make  it  more  accessible 
in  answering  your  inquiries.' 

It's  a  record  that  reveals  a  consistent  pattern  of  patient  response. 
A  highly  favorable  benefits-to-risk  ratio.  And  minimal  interference  with 
many  primary  medications. 

Doing  one  thing  well.  Basically,  that's  what  Librium  is  all  about. 
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If  you  have  a  question  about  Librium 
or  an\  other  Roche  product,  write  to 
Protessional  Services,  Roche  Laboratories, 
Nutley,  New  Jersey  07110. 

Please  see  preceding  page 
for  a  summary  of 
product  information. 
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Division  of  Ell  Lilly  and  Company 
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A  pharmacokinetic 
character  all  its  own 
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O-hydroxydiozepom 


Before  prescribing,  please  consult  complete 
product  information,  a  summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  whictn  are  concomitants  of  emotional 
factors;  psyctnoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local 


// 


o 

desmethyldlQzepam 

Valium  (diazepam)  is  a 
benzodiazepine  with  a  distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 
The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a  pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a  factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 

Valium^ 

(diazepam)  ^ 

2-mg,5-mg,  10-nng  scored  tablets 

a  prudent  choice  in  psychic 

tension  and  anxiety 
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oxozepom 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contralndicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  5 
months  of  age.  Acute 
narrow  angle  glaucoma; 
may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  sl<in  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 
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The  10  top  selling  cigarettes 


tar  mg  ■■  nicoline  mg  ■ 

Cigarette  cigarette 


Brand  P  Non-Filter 
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Brand  C  Non-Filter 
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Brand  W  100 
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1  1 

Brand  S  Menttiol 
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12 

Brand  S  Menthol  100 

18 

12 

Brand  BH  100 

18 

10 

3rand  M  Box 

17 
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Brand  K  Menttiol 

17 
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Other  cigarettes  that  call 
themselves  low  in  "tin" 

lar  mg                        nicotine  mg 
cigarene                     cigarene 

Brand  P  Box 

15 
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Brand  K  Mild 

14 
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Brand  W  Liqtits 
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0,9 

Brand  M  Liqtits 
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13 

09 

Brand  D  Menttiol 

11 

0,8 

Brand  V  Menttiol 

11 
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Brand  V 
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0,7 

Brand  M  Menttiol 

8 
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Brand  M 
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Carlton  Soft  Pack                          1 
Carlton  Menthol          less  than    1 
Carlton  Box                 less  than  -1 

Av  per  cigarene  by  FTC  methoa 

Less 

0.1 
0.1 

'0.1 

;th 

Warning:  The  Surgeon  General  Has 
That  Cigarette  Smoking  Is  Dangerous  to 

Determined 
Your  Health. 

Soft  pack-1  mg. 
Menthol-less  tnan  1  mg. 
Box='-less  than  1  mg. 


an 


Ot  all  brands,  lowest    Carlton  70  less  than  0  5  mg  tar. 
05  mg   nicotine  av,  per  cigarette,  FTC  Report  DEC,  '76.. 

Soft  Pack  and  Menthol:  1  mg.  "lar",  0.1  mg.  nicotine  av.  per  cigarette,  FTC  Report  DEC.  76. 
Box:  1  mg.  "tar",  0.1  mg.  nicotine  av.  per  cigarette  by  FTC  method. 
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Saint  Albans 
Psychiatric  Hospital 


A  fully  accredited  private 

psychiatric  hospital  for  the 

treatment  of  all  major 

psychiatric  illnesses 

including  alcoholism  and 

drug  abuse  problems  of 

adolescents  and  adults. 

Radford,  Virginia  24141 
Telephone  703  639  2481 


Our  therapy  for 
disability! 

When  you  are  disabled,  the  last  thing  you  should  have  to  worry  about  is  how  you're 
going  to  keep  your  family  living  in  the  manner  to  which  they  are  accustomed. 

That's  why  we  have  designed  a  program  of  Disability  Income  Protection  for  younger 
doctors.  Should  you  become  disabled  and  unable  to  wort<  as  a  result  of  a  covered 
illness  or  injury,  this  program  can  provide  you  with  a  regular  monthly  income.  So  that 
you  can  pull  yourself  through  a  disability,  maintain  your  independence  and  l<eep 
your  self-respect. 

What's  more,  these  benefits  are  paid  directly  to  you  to  use  as  you  see  fit.  Whether  you 
use  them  for  normal  day-to-day  necessities,  office  expenses  or  whatever— it 
doesn't  matter.  And  on  top  of  that.  Disability  Income 
benefits  are  tax-free  under  present 
federal  income  tax  laws. 


If  you're  under  age  55  and  a  member  of  the 
North  Carolina  Medical  Society,  just  fill  out  the 
coupon  below  and  mail  it  today 
Mutual  of  Omaha 
will  provide  personal 
service  in  furnishing  the 
full  details.  Of  course, 
there  is  no  obligation. 


UNDERWRITTEN    BY 


Mutual 
^maha 

People  ijau  can  count  on.. 

Life  Insurance  Affiliate: 

United  of  Omaha 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE    OMAHA.  NEBRASKA 


John  H.  Felts.  M.D. 
Winston-Salem 

EDITOR 

John  S.  Rhodes,  M.D. 
Raleigh 

ASSOCIATE  EDITOR 

Mr.  William  N.  Hilliard 
Raleigh 

BUSINESS  MANAGER 


NORTH  CAROLINA 
MEDICAL  JOURNAL 

Published  Monthly  as  the  Official  Organ  of 

The  North  Carolina 

Medical  Society 


May  1977,  Vol.  38,  No.  5 


EDITORIAL  BOARD 

Charles  W.  Styron,  M.D. 
Raleigh 

CHAIRMAN 

George  Johnson,  Jr..  M.D. 
Chapel  Hill 

Robert  W.  Prichard.  M.D. 
Winston-Salem 

Rose  Pully,  M.D. 
Kinston 

John  S.  Rhodes,  M.D. 
Raleigh 

Louis  Shaffner,  M.D. 
Winston-Salem 


Special  Articles 

Message  of  the  President  to  the  House  of  Delegates 259 

Jesse  Caldwell,  M.D. 

Annual  Address  of  the  President,  "The  Loom"  262 

Jesse  Caldwell,  M.D. 

Original  Articles 

Transmural  Pacing  for  the  Management  of  Heart  Block 

Refractory  to  Presently  Available  Pacing  Techniques 265 

Francis  Robicsek,  M.D.,  and  Norris  B.  Harbold,  Jr.,  M.D. 

Intraocular  Lens  Implantation  with  Extracapsular  Cataract 

Extraction 267 

Charles  W.  Tillett,  M.D.,  and  Grace  M.  Tillett,  M.D. 


Robert  E.  Whalen,  M.D.  EDITORIALS 

Durham 

The  Omega  Sign 270 

Eponyms  and  Endocarditis   270 

Bulletin  Board 

New  Members  of  the  State  Society 274 

What?  When?  Where?   274 

NORTH  CAROLINA  MEDICAL  JOURNAL.  300  3.  Auxlliary  to  thc  North  Carolina  Medical  Society 276 

HaMthorneRd.,  Wmskm-Salem.  N.  C.  27103.  is  owned 

^S'^'^^^X:/^^:^'^^'^^^  News  Notes  from  the  Bowman  Gray  School  of  Medicine 

The  North  Carolina  Medical  Society    1977.   Address  Qf  Wakc    ForCSt    UnivCrsitV 280 

manuscripts  and  communications  regarding  editorial 
matterlo  this  Winston-Salem  address,  (,)ueslions  relat- 

ing  to  subscription  rates,  advertising,  etc.  should  be  Ncws  Notcs  from  thc  University  of  North  Carolina-Chapcl 

addressed  to  the   Business   Manager.   Bo.x  27167.  ,,.,,    „     ,  ,       o  ,,      ,.     .  ,    ..  ,  ,     ^  ,.  ..  .     , 

Raleigh.  N,c.  27611,  All  advertisements  are  accepted  Hill  School  ot  Mcdicinc  aod  North  Carolina  Memorial 

subject  to  thc  approval  of  a  screening  committee  ot  the  tt -.    _'♦     I  ->0  1 

state  Medical  Journal  Advertising  Bureau,  711  South  rlOSpildl     Zol 

Blvd,,  Oak  Park,  Illinois  60302  andyor  by  a  Committee 

t::;:I^:;i^^^::':i]J:X!:,ii::^;:i  S'ut  News  Notes  from  the  Duke  University  Medical  Center  ....  283 

tions  to  authors  appear  in  the  January  and  July  issues. 
Annual  Subscription.  $  10,00,  Single  copies.  $  1 ,00.  Pub- 

"7?86  Raieiph  ^^",""'761^  f""»f'f  ^"-  P"'  ^"^  MONTH   IN  WASHINGTON    286 

I'-P'O, KaLieigh, NX  .zlbll.  Si'ii'ml-ihixs  postage  ptna  *-vjv,/ 

a!  Rak'ish.  Nurth  Caruimu  2761 1 . 

In  Memoriam 296 

Classified  Ads 297 

Index  to  Advertisers 298 

Contents  listed  in  Current  Contents/Clinical  Practice 


'ii.L^^iitifcJSflBBf^iw; 


liazides  and  hypertension 


"^ 


A  balancing  aet: 
Blood  pressure 
reduction  vs 
potassium  depletion 


From  a  1-year  study  of  18  patients 
with  mild  uncomplicated 
hypertension  published  in  The  Lancet" 


Once  a  day 

Naturetin 
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Diastolic  blood  pressure  down  12-15% 


130 
120 
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90 
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Mean  diastolic  pressure 


■  Supine 

■  Standing 


p<0001 


Time  (months) 
01       1|       21       3|       4|       51       61       7|       81       9|     10|     11|     12| 


The  mean  pretreatment  blood  pressure  was 
170/103mmHg  (supine)  and  166/100mmHg 
(standing).  Diastolic  pressure  continued  to 
fall  over  the  first  6  months  and  then  there  was 
no  further  change  up  to  1  year.. The  mean 
blood  pressure  at  12  months  was  153/88mmHg 
(supine)  and  142/88 mm Hg  (standing)." 

"The  patients  were  receiving  a  single  daily 
dose  of  10  mg  bendrofluazide  [bendroflumethi- 
azide]... there  were  no  apparent  side  effects 
from  the  medication." 

•Wilkinson  PR  et  al;  The  Lancet  1:759-762.1975. 
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2.5,5and10mg 


Potassium  stabilized  at  96%  mean  TBK 


Mean  total  body  potassium 


"The  amount  of  potassium  loss  during  the 
period  of  study  did  not  seem  to  be  clinically 
significant." 

"A  serum  potassium  of  less  than  3.5mmol  per 
litre  is  often  taken  as  the  value  below  which 
potassium  supplements  should  be  given. ..At 
an  arbitran/  lower  value  for  serum  potassium 
of  3.0  mmol  per  I  itre,  few  patients,  our  data 
suggest,  would  need  potassium  supplements. 
Our  findings  with  TBK  support  this  view..." 

See  next  page  for  full  prescribing  information. 


Once  a  day 

Naturetin 

Bendroflumethiazide 
Tablets  n.f. 


NATURETIN  -2.5 

NATURETIN-5 

NATURETIN--10 

Bendrollumethiazlde  Tablets  N.F. 

DESCRIPTION 

Naturetin  (Bendroflumethiazide  Tablets  N  F  ) 

isa  benzotttiadiazine  derivative  containing  a 

benzyl  and  a  trifluoromettiyl  group  It  is  a 

potent  oral  diuretic  and  antihypertensive 

agent  available  as  compressed  tablets 

providing  2  5,  5  0.  or  1 0  mg 

bendroflumethiazide 

ACTIONS 

The  mechanism  of  action  results  in  an 

interference  with  the  renal  tubular 

mechanism  of  electrolyte  reabsorption  At 

maximal  therapeutic  dosage  all  thiazides  are 

approximately  equal  in  their  diuretic  potency. 

The  mechanism  whereby  thiazides  function 

in  the  control  of  hypertension  is  unknown 

INDICATIONS 

Naturetin  (Bendroflumethiazide  Tablets  NF) 

IS  indicated  as  adjunctive  therapy  in  edema 

associated  with  congestive  heart  failure, 

hepatic  cirrhosis  and  corticosteroid  and 

estrogen  therapy 

Bendroflumethiazide  has  also  been  found 
useful  in  edema  due  to  various  forms  of  renal 
dysfunction  such  as:  nephrotic  syndrome, 
acute  glomerulonephritis,  and  chronic  renal 
failure, 

Naturetin  (Bendroflumethiazide  Tablets 
N  F  )  IS  indicated  in  the  management  of 
hypertension  either  as  the  sole  therapeutic 
agent  or  to  enhance  the  effectiveness  of 
other  antihypertensive  drugs  in  the  more 
severe  forms  of  hypertension. 

Usage  in  Pregnancy.  The  routine  use  of 
diuretics  in  an  otherwise  healthy  woman  is 
inappropriate  and  exposes  mother  and  fetus 
to  unnecessary  hazard  Diuretics  do  not 
prevent  development  of  toxemia  of 
pregnancy,  and  there  is  no  satisfactory 
evidence  that  they  are  useful  in  the  treatment 
of  developed  toxemia 

Edema  during  pregnancy  may  arise  from 
pathological  causes  or  from  the  physiologic 
and  mechanical  consequences  of 
pregnancy  Thiazides  are  indicated  in 
pregnancy  when  edema  is  due  to  pathologic 
causes,  |ust  as  they  are  in  the  absence  of 
pregnancy  (see  WARNINGS)  Dependent 
edema  in  pregnancy,  resulting  from 
restriction  of  venous  return  by  the  expanded 
uterus,  is  properly  treated  through  elevation 
of  the  lower  extremities  and  use  of  support 
hose,  use  of  diuretics  to  lower  intravascular 
volume  in  this  case  is  illogical  and 
unnecessary.  There  is  hypervolemia  during 
normal  pregnancy  which  is  harmful  to  neither 
the  fetus  nor  the  mother  (in  the  absence  of 
cardiovascular  disease),  but  which  is 
associated  with  edema,  including 
generalized  edema,  in  the  majority  of 
pregnant  women  If  this  edema  produces 
discomfort,  increased  recumbency  will  often 
provide  relief.  In  rare  instances,  this  edema 
may  cause  extreme  discomfort  which  is  not 
relieved  by  rest  In  these  cases,  a  short 
course  of  diuretics  may  provide  relief  and 
may  be  appropriate. 
CONTRAINDICATIONS 
Bendroflumethiazide  is  contraindicated  in 
anuria. 


It  is  also  contraindicated  in  patients  who 
have  previously  demonstrated 
hypersensitivity  to  it  or  other  sulfonamide- 
derived  drugs 
WARNINGS 

Bendroflumethiazide  should  be  used  with 
caution  in  severe  renal  disease.  In  patients 
with  renal  disease,  thiazides  may  precipitate 
azotemia  Cumulative  effects  of  the  drug  may 
develop  in  patients  with  impaired  renal 
function. 

Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor 
alterations  of  fluid  and  electrolyte  balance 
may  precipitate  hepatic  coma 

Thiazides  may  be  additive  or  may 
potentiate  the  action  of  other 
antihypertensive  drugs  Potentiation  occurs 
with  ganglionic  or  peripheral  adrenergic 
blocking  drugs 

Sensitivity  reactions  may  occur  in  patients 
with  a  history  of  allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or 
activation  of  systemic  lupus  erythematosus 
has  been  reported 

Usage  in  Pregnancy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood 
The  use  of  thiazides  in  pregnant  women 
requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the 
fetus  These  hazards  include  fetal  or  neonatal 
laundice,  thrombocytopenia,  and  possibly 
other  adverse  reactions  which  have  occurred 
in  the  adult. 

Nursing  Mothers.  Thiazides  appear  in 
breast  milk.  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing, 
PRECAUTIONS 

Periodic  determination  of  serum  electrolytes 
to  detect  possible  electrolyte  imbalance 
should  be  performed  at  appropriate  intervals. 

All  patients  receiving  thiazide  therapy 
should  be  observed  for  clinical  signs  of  fluid 
or  electrolyte  imbalance;  namely, 
hyponatremia,  hypochloremic  alkalosis,  and 
hypokalemia  Serum  and  urine  electrolyte 
determinations  are  particularly  important 
when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Medication  such 
as  digitalis  may  also  influence  serum 
electrolytes  Warning  signs,  irrespective  of 
cause,  are  dryness  of  the  mouth,  thirst, 
weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria, 
tachycardia,  and  gastrointestinal 
disturbances  such  as  nausea  and  vomiting 

Hypokalemia  may  develop  with  thiazides 
as  with  any  other  potent  diuretic,  especially 
with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of 
corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia 
Digitalis  therapy  may  exaggerate  metabolic 
effects  of  hypokalemia  especially  with 
reference  to  myocardial  activity 

Any  chloride  deficit  isgenerally  mild  and 
usuallydoes  not  requirespecific  treatment 
except  under  extraordinarycircumstances 
(as  in  liver  disease  or  renal  disease)  Dilutional 
hyponatremia  may  occur  in  edematous 
patients  in  hot  weather ;  appropriate  therapy  is 
water  restriction,  rather  than  administration  of 
salt  except  in  rare  instances  when  the 
hyponatremia  is  life  threatening.  In  actual  salt 
depletion,  appropriate  replacement  isthe 
therapyofchoice 

Hyperuricemia  may  occur  or  frank  gout 
may  be  precipitated  in  certain  patients 
receiving  thiazide  therapy 

Insulin  requirements  in  diabetic  patients 
may  be  increased,  decreased,  or 
unchanged.  Latent  diabetes  mellitus  may 
become  manifest  during  thiazide 
administration. 


Thiazide  drugs  may  increase  the 
responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  the  drug 
may  be  enhanced  in  the  postsympathectomy 
patient 

Thiazides  may  decrease  arterial 
responsiveness  to  norepinephrine  This 
diminution  is  not  sufficient  to  preclude 
effectiveness  of  the  pressor  agent  for 
therapeutic  use  If  emergency  surgery  is 
indicated,  preanesthetic  and  anesthetic 
agents  should  be  administered  in  reduced 
dosage 

If  progressive  renal  impairment  becomes 
evident,  as  indicated  by  a  rising  nonprotein 
nitrogen  or  blood  urea  nitrogen,  a  careful 
reappraisal  of  therapy  is  necessary  with 
consideration  given  to  withholding  or 
discontinuing  diuretic  therapy. 

Thiazides  may  decrease  serum  PBI  levels 
without  signs  of  thyroid  disturbance 
ADVERSE  REACTIONS 
Gastroinlestinal System  anorexia,  gastric 
irritation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic  jaundice),  and  pancreatitis 
Central  Nervous  System:  dizziness,  vertigo, 
paresthesia,  headache,  and  xanthopsia 
Hematologic  leukopenia,  agranulocytosis, 
thrombocytopenia,  and  aplastic  anemia, 
Dermatologic-Hypersensitivity:  purpura, 
photosensitivity,  rash,  urticaria,  and 
necrotizing  angiitis  (vasculitis,  cutaneous 
vasculitis).  Cardiovascular;  orthostatic 
hypotension  may  occur  and  may  be 
aggravated  by  alcohol,  barbiturates  or 
narcotics  Other  hyperglycemia,  glycosuria, 
occasional  metabolic  acidosis  in  diabetic 
patients,  hyperuricemia,  allergic 
glomerulonephritis,  muscle  spasm, 
weakness,  and  restlessness 

Whenever  adverse  reactions  are  moderate 
or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn, 
DOSAGE  AND  ADMINISTRATION 
Therapy  should  be  individualized  according 
to  patient  response  This  therapy  should  be 
titrated  to  gain  maximal  therapeutic  response 
as  well  as  the  minimal  dose  possible  to 
maintain  that  therapeutic  response. 

Diuretic:  The  usual  dose  is  5  mg,  once 
daily,  preferably  given  in  the  morning  To 
initiate  therapy,  doses  up  to  20  mg  may  be 
given  once  daily  or  divided  into  two  doses,  A 
singledailydoseof  2  5  to5mg,  should 
suffice  for  maintenance. 

Alternatively,  intermittent  therapy  may  be 
advantageous  in  many  patients  By 
administering  the  preparation  every  other 
day  or  on  a  three  to  five  day  per  week 
schedule,  electrolyte  imbalance  is  less  likely 
to  occur;  however,  the  possibility  still  exists. 

In  general,  the  lowest  dosage  that  achieves 
the  therapeutic  response  should  be 
employed. 

Antihypertensive  The  suggested  initial 
dosage  is  5  to  20  mg  daily  Maintenance 
dosage  may  range  from  2.5  to  15  mg  per 
day,  depending  on  the  individual  response  of 
the  patient  When  the  diuretic  is  used  with 
other  antihypertensive  agents,  lower 
maintenance  doses  for  each  drug  are  usually 
sufficient 
STORAGE 

Store  at  room  temperature;  avoid  excessive 
heat, 

HOW  SUPPLIED 

2  5mg  tablets  in  bottles  of  100,  5  mg  tablets 
(scored)  in  bottles  of  1 00  and  1 000,  and  1 0 
mg  tablets  (scored)  in  bottles  of  100, 
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The^iniE  liiic  Scrapbook 
of  Vitamin  Facts  &  Fallacies 


American  Indians  coveted  fresh  root  tips  and  extracts 
of  evergreen  leaves  in  winter  and  onion-like  bulbs  and 
leaves  in  early  spring  to  prevent  the  symptoms  char- 
acteristic of  vitamin  C  deficiency 
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A  tomato 

isbotanically 

classified 

as  a  berry' 

It  IS  ironic  that  many  of  the 
vegetables  highest  in  vitamin  C 
and  riboflavin  are  considered 
unappetizing  by  many  people 
These  include  turnip  greens, 
kale,  chard,  mustard  greens, 
spinach,  watercress,  broccoli 
and  brussels  sprouts 


Available  on  your 

prescription  or 

recommendation 


High  Potency 

B-Complex  and 

Vitamin  C 
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each  tablet, 

capsule  or  5  ml 

tsp  of  elixir 

(23%  alcohol) 


each 

Donnatal 

No.  2  Tablet 


Phenobarbital              ()^gr)16.2mg  (V2gr)32.4mg 
{warning:  may  be  habit  forming) 

Hyoscyamine  sulfate        0.1037  mg  0.1037  mg 

Atropine  sulfate                 0.0194  mg  0.0194  mg 

Hyoscine  hydrobromide  0.0065  mg  0.0065  mg 


reactor? 
Donnatal! 


Indications;  Based  on  a  review  ot  tfiis  ding  by  the  NAS/NRC  and/or  other 
infotmation.  FDA  has  classified  tfie  following  indications  as  possibly  effec- 
tive; adjunctive  therapy  m  the  treatment  of  peptic  ulcer;  the  treatment  of  the 
irritable  bowel  syndrome  iirritable  colon  spastic  colon,  mucous  colitisi  and 
acute  enterocolitis.  Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Brief  summary.  Contraindicated  in  patients  with  glaucoma,  renal  or  hepatic  disease, 
obstructive  uropathy  (for  example,  bladder  neck  obstruction  due  to  prostatic  hyper- 
trophy) or  a  hypersensitivity  to  any  of  the  ingredients.  Blurred  vision  dry  mouth, 
difficult  urination,  and  flushing  or  tiryness  of  the  skin  may  occui  at  higher  dosage 
levels,  rarely  at  the  usual  dosage.. 
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Here's  a  North  Carolina  resource 
you  can  depend  on. 

Mame  a  more  valuable  asset  than  the  health  of  the  people. 

We  can't. 

And  we've  spent  over  40  years  paying  this  state's  health  bills. 
Keeping  up  with  the  progress  of  medicine  and  helping  to  make  its  many 
benefits  available  to  our  subscribers. 

It's  the  reason  we  have  1 9  Blue  Cross  and  Blue  Shield  offices  across 
the  state.  To  cover  the  health  care  needs  of  the  more  than  2  million 
people  we  serve.  To  stay  constantly  in  touch  with  the  302  hospitals, 
nursing  homes,  home  health  agencies  and  5,355  doctors  our  subscribers 
depend  on. 

It's  the  reason  we  publish  and  distribute  thousands  of  booklets  on 
diet  and  exercise,  immunization,  alcoholism,  stress  and  other  health 
subjects.  To  encourage  North  Carolina  people  to  take  better  care  of 
their  health. 

In  these  and  many  other  ways  your  Blue  Cross  and  Blue  Shield  Plan 
is  constantly  working  to  protect  your  health.  When  you're  in  the  health 
business  you  have  to  be  ahead  of  the  times  just  to  keep  up. 

Your  Blue  Cross  and  Blue  Shield  Plan.  A  North  Carolina  resource  you 
can  depend  on. 


Blue  Cross  s 
Blue  Shield. 

of  North  Carolina 
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PRACTICE 
IN  THE 
AIR  FORCE 


A  minimum  of  administrative  details.  Modern  facilities  in  research 
or  clinical  practice.  Patient  treatment  without  regard  for  ability  to 
pay.  Time  for  your  family.  A  planned  career  to  take  the  fullest  advan- 
tage of  your  skills,  knowledge,  and  ambition  in  many  different  areas  of 
specialty.  Individual  opportunity  is  stressed  and  the  Air  Force  train- 
ing programs  in  both  military  and  civilian  hospitals  are  unexcelled. 
You'll  be  supported  by  a  highly  qualified  staff.  Get  the  complete  de- 
tails -  write  today  for  more  information. 

"Air  Force  ...  A  Great  Way  of  Life" 

310  New  Bern  Ave.,  Rm,  606,  Raleigh,  N.C.  2761 1 ,  Call:  919/755-4134 
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AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 

11091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 


NEW  DIAGNOSTIC 
SERVICES  IN: 


VIRAL  ISOLATION  &  IDENTIFICATION 

ALL  RESPIRATORY  VIRUSES 

SYSTEMIC  VIRUSES 

CUTANEOUSVIRUSES 

GASTROINTESTINAL  VIRUSES 

CENTRAL  NERVOUS  SYSTEM  VIRUSES 

UROGENITALVIRUSES 

Isolation  and  identification  of  clinically  significant  viruses  are  rapidly  gaining 
acceptance  as  an  invaluable  aid  in  the  diagnosis  of  viral  disease.  In  the  past, 
laboratories  with  the  capability  to  furnish  these  important  results  within  a  reasonable 
time  and  cost  have  been  rare  or  nonexistent. 

We  are  pleased  to  announce  that  AML  has  added  the  services  of  viral  isolation  and 
identification.  This  is  the  first  diagnostic  virology  laboratory  located  in  the  Metropolitan 
Washington  area  with  an  extended  pick-up  and  delivery  service  in  the  Eastern  region  of 
the  United  States.  This  insures  rapid  processing  of  specimens  and  maximum  recovery 
of  viruses.  Added  to  our  previously  existing  services  of  viral  serology  and  electron 
microscopy,  the  new  virology  services  allow  us  to  furnish  complete  laboratory  data  to 
the  physician  diagnosing  viral  diseases 

AMERICAN  MEDICAL  LABORATORIES  is  a  full-service  laboratory,  operated  and 
supervised  by  pathologists,  and  dedicated  to  providing  prompt  and  accurate  results. 

GENTLEMEN:  PLEASE  SEND  ME 


3  A  Copy  of  Your  Professional  Services  Manual 
J  A  Copy  of  Your  Capabilities  Brochure 


PLEASE  DELIVER: 

[  I  Vials  (request  number)  of  viral  transport  media  (VTM) 
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1900  Randolph  Rd.,  Charlotte  28207  (1978) 

Vice-Councilor J.  Dewey  Dorsett,  Jr.,  M.D. 

1851  E.  Third  St.,  Charlotte  28204  (1978) 

Eighth  District  Ernest  B.  Spanoler,  M.D. 

Drawer  X3,  Greensboro  27402  (1979) 

Vice-Councilor Shahanl  R.  Taylor,  Jr.,  M.D. 

348  N.  Elm  St..  Greensboro  27408  (1979) 

Ninth  District Jack  C.  Evans,  M.D. 

244  Fairview  Dr..  Lexmgton  27292  (1979) 

Vice-Councilor Benjamin  W.  Goodman.  M.D. 

24  2nd  Ave.,  NE,  Hickory  28601  (1979) 

Tenth  District Kenneth  E.  Cosgrove.  M.D. 

510  7th  Ave.,  W.,  Hendersonville  28739(1978) 

Vice-Councilor    Otis  B.  Michael,  M.D. 

Suite  208.  Doctors  Bldg.,  Asheville  28801  (1978) 

Section  Chairmen  —  1976-1977 

Anesthesiology Jack  H.  Welch,  M.D. 

Physician's  Quadrangle,  Greenville  27834 


Dermatologx   Elizabeth  P.  Kanof,  M.D. 

1300  St.  Mary's  Street.  Raleigh  27605 

Emergency  Medicine    Frederick  W.  Glass.  M.D. 

Bowman  Gray,  Winston-Salem  27103 

Family  Physicians  Charles  H.  Duckett,  M.D. 

Bowman  Gray,  Winston-Salem  27103 

Internal  Medicine William  W.  Fore,  M.D. 

1705  W.  6th  St.,  Greenville  27834 

Neurology  di  Psychiatry' Martin  A.  Hatcher,  M.D. 

1305  W.  Wendover  Ave..  Greensboro  27408 

Neurological  Surgery  David  L.  Kelly,  Jr..  M.D. 

Bowman  Gray,  Winston-Salem  27103 

Obstetrics  &  Gvnecology R.  Pinkney  Rankin.  Jr..  M.D. 

1851  E.  3rd  St..  Charlotte  28204 

Ophthalmology    Harold  N.  Jacklin,  M.D. 

1014  N.  Elm  St.,  Greensboro  27401 

Orthopaedics  Frank  W.  Clippinger,  Jr.,  M.D. 

Duke  Medical  Center,  Durham  27710 

Otolar^'ngology  and  Maxillofacial  Surgery  B.  RayOlinger,  M.D. 

131  McDowell  Street.  Asheville  28801 

Pathology Charles  M.  Hassell,  Jr..  M.D. 

1200  N.  Elm  Street,  Greensboro  27401 

Pediatrics Archie  T.  Johnson.  Jr.,  M.D. 

701  Vick  Ave.,  Raleigh  27609 

Public  Health  &  Education    William  L.  Fleming,  M.D. 

UNC  School  of  Medicine,  Chapel  Hill  27514 

Radiology Otis  N.  Fisher,  M.D. 

Moses  Cone  Hospital,  Greensboro  27402 

Surger\-  William  W.  Shingleton.  M.D. 

Duke  Univ.  Med.  Ctr.,  Box  3814,  Durham  27710 

Urology Charles  A.  Hoefman,  M.D. 

348  Valley  Rd.,  Fayetteville  28305 
Students.  Medical 


Delegates  to  the  American  Medical  Association 

James  E.  Davis,  M.D 1200  Broad  St..  Durham  27705 

(December  31.  1978) 
John  Glasson,  M.D 306  S.  Gregson  St.,  Durham  27701 

(December  31,  1978) 
Frank  R.  Reynolds,  M.D. 

1613  Dock  Street.  Wilmington  28401 

(December  31,  1978) 
David  G.  Welton.  M.D. 

3535  Randolph  Road,  Charlotte  28211 

(December  31,  1977) 

Edgar  T.  Beddingeield,  Jr.,  M.D. 

Wilson  Clinic,  Wilson  27893 
(December  31,  1977) 


Alternates  to  the  American  Medical  Association 

George  G.  Gilbert,  M.D 1  Doctors  Park,  Asheville  28801 

(December  31,  1978) 
Louis  deS.  Shafener.  M.D. 

Bowman  Gray.  Winston-Salem  27103 

(December  31,  1978) 
Jesse  Caldwell,  }r..  M.D.    .  .114  W.  3rd  Ave.,  Gastonia  28052 

(December  31,  1978) 
Charles  W.  Styron.  M.D.   .  .  .615  St.  Marys  St.,  Raleigh  27605 

(December  31,  1977) 
D.  E.  Ward,  Jr..  M.D 2604  N.  Elm  St..  Lumberton  28358 

(December  31,  1977) 
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Well,  we're  off!   The  expressions  of  good  will  and  offers  of  assistance  from  many  of  you 
are  gratifying  and  much  appreciated,  and  I  look  forward  to  serving  as  your  president  in 
the  coming  year. 

The  Annual  Session  in  Pinehurst  was  a  success  by  all  counts.   The  total  registration 
was  1,304,  and  there  were  110  more  registered  physician  members  than  at  any  meeting  in 
the  past  10  years.   Even  more  heartening  was  the  attendance  at  the  scientific  sessions 
on  Friday  and  Saturday  morning.   All  of  us  can  recall  the  sessions  a  few  years  ago  when 
the  first  speaker  was  likely  to  address  the  chairman  of  the  session,  the  projectionist 
and  two  or  three  close  friends.   Those  days  are  behind  us. 

We  can  thank  the  indefatigable  Dr.  Josephine  Newell  for  much  of  this  improvement.   Under 
her  leadership,  the  Annual  Convention  Commission  has  aimed  for  a  top  quality  scientific 
session,  for  the  practicing  physician.   All  who  attended  this  year  will  agree  that  the 
medical  program,  by  the  faculty  of  the  Bowman  Gray  School  of  Medicine,  and  the  surgical 
program,  by  the  faculty  of  the  U.N.C.  School  of  Medicine,  were  of  top  quality  and  highly 
useful.   One  of  our  scientific  exhibitors,  a  well  informed  physician  who  has  attended  a 
large  number  of  similar  meetings  over  the  past  year  with  his  exhibit,  has  written  that 
it  was  by  far  the  best  scientific  program  he  has  attended  all  year. 

The  meeting  did  not  produce  a  great  deal  of  controversy.   Increased  dues  were  voted  with- 
out a  single  dissent!   There  was  considerable  discussion  of  a  Buncombe  County  proposal 
to  establish  a  mechanism  for  support  of  physicians  who  have  been  the  victim  of  frivolus 
professional  liability  actions,  and  who  wish  to  consider  countersuit.   The  general  con- 
cept was  endorsed,  but  the  proposition  that  the  society  contribute  financial  support  to 
such  countersuits  was  defeated.   The  House  of  Delegates  expressed  an  opinion  that  all 
programs  training  physician's  assistants  should  have  firm  affiliations  and  working  re- 
lations with  a  teaching  medical  center.   The  House  also  requested  that  the  A.M. A.  House 
of  Delegates  instruct  the  A.M. A.  Board  of  Trustees  to  reexamine  its  stated  position  on 
H.  R.  2222,  a  bill  which  proposes  that  house  staff  members  be  classified  as  employees 
rather  than  as  postgraduate  students,  and  making  it  possible  for  such  house  staff  to 
organize  into  unions  for  collective  bargaining.   The  A.M. A.  Board  of  Trustees  has  en- 
dorsed this  bill,  an  action  which  has  been  questioned  by  other  organizations  as  well  as 
our  own. 


Action  was  begun  toward  adoption  of  a  long  awaited  and  very  important  revision  of  the 
Constitution  and  Bylaws  of  the  N.  C.  Medical  Society.   Dr.  Louis  Shaffner  and  his  Com- 
mittee on  Constitution  and  Bylaws  have  worked  for  many  months  on  this  document.   There 
was  little  discussion,  but  all  members  should  study  the  document,  which  will  be  up  for 
final  passage  at  next  year's  Annual  Session. 
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The  glow  produced  by  the  success  of  the  Annual  Session  was  fairly  well  extinguished 
the  following  week  by  setbacks  in  our  efforts  to  prevent  enlargement  of  the  scope  of 
activity  of  optometry  and  chiropractic.   The  Senate  Optometry  Bill  was  favorably  re- 
ported out  of  committee  by  a  large  majority  last  week.   This  was  disappointing,  but  we 
realized  that  this  could  happen. 

However,  all  were  unprepared  for  the  similar  action  on  Senate  Bill  341,  a  bill  to  re- 
define Chiropractic  practice,  which  received  only  one  negative  vote  in  the  Committee  on 
Tuesday,  May  17!   This  bill  greatly  enlarges  the  scope  of  practice  of  chiropractic,  per- 
mitting virtually  any  and  all  diagnostic  or  therapeutic  activities  other  than  the  use 
of  drugs  or  surgery.   We  are  told  that  very  few  physicians  have  expressed  their  negative 
opinions  regarding  this  bill,  and  there  is  even  some  side  comment  that  the  famed  politi- 
cal clout  of  the  medical  profession  has  all  but  disappeared. 

I  suspect  that  most  physicians  have  found  it  hard  to  believe  that  anyone  would  vote  for 
a  bill  providing  enlargement  of  the  scope  of  a  field  with  such  weak  scientific  under- 
pinnings, and  have  become  complacent  in  this  thinking.   Tuesday's  committee  vote  makes 
it  evident  that  we  have  not  clearly  pointed  out  the  dangers  to  patients  and  the  public 
as  well  as  the  increased  medical  care  costs  which  would  result  from  this  enlarged  scope. 
All  readers  should  make  sure  that  their  legislators  are  aware  of  these  facts! 

My  mail  has  contained  a  large  number  of  letters  regarding  a  recent  ruling  by  Assistant 
Attorney  General  O'Donnell,  who  has  offered  an  opinion  that  the  Nursing  Practice  Act 
does  not  permit  a  registered  nurse  in  a  hospital  to  carry  out  the  orders  of  a  physician 
if  these  orders  are  transmitted  through  a  nurse  practitioner  or  a  physician's  assistant. 
This  is  obviously  a  situation  in  which  two  practice  acts  are  in  conflict.   The  Medical 
Practice  Act  authorizes  the  physician  to  delegate  such  tasks  to  NP's  or  PA's,  but  the 
Nursing  Practice  Act  was  not  altered  to  conform  to  this  change.   The  resolution  of  this 
dilemma  is  not  yet  clear,  but  we  understand  that  a  bill  will  be  introduced  to  correct 
the  discrepancy. 

Important  dates  to  remember  are  July  1-3,  which  are  the  dates  of  the  Seventh  Annual 
Sports  Medicine  Symposium  sponsored  by  the  Committee  on  the  Medical  Aspects  of  Sports. 
The  Symposium  will  again  be  held  at  the  Blockade  Runner  in'Wrightsville  Beach  and  an 
announcement  and  pre- registration  form  is  enclosed.   We  hope  those  of  you  interested  in 
sports  medicine  will  make  your  plans  now  to  attend  this  important  conference. 

A  Southeast  Regional  Workshop  for  Hospital  Medical  Staffs  is  scheduled  for  June  10-11 
at  the  Marriott  Hotel  (downtown)  in  Atlanta,  Georgia.  This  is  one  of  a  series  being  con- 
ducted by  the  American  Medical  Association  for  hospital  medical  staff  leaders  of  the  pre' 
sent  and  future  during  1977.   The  meeting  will  consider  risk  management  and  medical  lia- 
bility problems  in  addition  to  a  wide  range  of  other  topics.   The  meeting  carries  Con- 
tinuing Medical  Education  Category  I  credit. 

I  am  interested  in  your  ideas  as  to  how  the  N.  C.  Medical  Society  can  better  serve  pa- 
tients, improve  health  and  medical  care,  and  better  serve  the  profession.   Let  me  hear 

from  you! 


Sincerely  yours,  ^,_^ 

E.    Harvey    Estes,    Jr.,    M.D. 
President 


NORTH  CAROLINA 
MEDICAL  SOCIETY'S  OFFICIAL 
DISABILITY  INSURANCE  PLAN 


Now  Pays  Up  To 

$500 

WEEKLY  INCOAAE 
($2,166.00  per  mo.) 

plus  Bonus 

For  Eligible  Members 

(No  physical  exam  required] 


ticipation. 


To  meet  today's  needs  in  our  inflated  economy,  you  require 
adequate  income  when  disabled  from  practice.  If  you  are 
under  age  50,  you  can  receive  up  to  $600  per  week. 


GUARANTEED  RENEWABLE 

You  are  guaranteed  the  privi- 
lege of  renewing  $300  per  week 
to  age  70.  The  other  $200  per 
week  renewable  to  age  60.  Cer- 
tain benefits  payable  without  re- 
quiring disability. 


DIRECT  PERSONAL  SERVICE 

For  over  38  years,  it  has  been 
our  privilege  to  administer  your 
program  from  Durham,  N.  C.  in- 
cluding payment  of  all  claims 
promptly. 


J.  L.  &  J.  SLADE  CRUMPTON.  INC. 

GENE  GREER 
Office   Manager 

P.  0.  Drawer  1  767— Durham.  N.  C.  27702.  Phone:  919/682-.5497 

Underwritten  by  The  Continental   Insuronce  Cos.  of  New  York 

JACK  FEATHERSTON.  Field   Representative 

P.  0.  Box  17824.  Charlotte.  N.  C.  282 11.  Phone:  704/366-9359 

North    Carolina    Professional   Group   Atlniini>tiatnrs    tor: 

NORTH     CAROLINA     MEDICAL     SOCIETY     •     NORTH     CAROLINA    DENTAL    SOCIETY    •NORTH    CAROLINA    SOCIETY    OF    ENGL 
NEERS    .    NORTH    CAROLINA    CHAPTER   OF   ARCHITECTS    •    NORTH    CAROLINA    ASSOCIATION    OF    C.P.A.  5    AND    BAR    GROUPS 


AMA  Challenges  In  the  Courts 


One  of  the  protessions's  major  concerns  today  is 
government's  mountmg  pressure  for  mcreasmg 
regulation  of  medicine.  In  response  to  these  chal- 
lenges, the  AMA  has  taken  a  new  position  of 
advocacy  for  physicians  and  the  public  which 
has  resulted  in  the  AMA's  very  first  lawsuits 
against  the  government 

In  March  1975,  the  AMA  took  HEW  to  court  over 
its  Utilization  Review  Regulations  which  required 
review  of  all  Medicare  and  Medicaid  hospitaliza- 
tions within  24  hours  The  AMA  contended  the 
regulations  constituted  unlawful  interference 
with  the  rights  of  physicians  and  patients.  The 
AMA  won  its  case  and  HEW  withdrew  the  regula- 
tions 


The  AMA  also  initiated  legal  action  against 


HEW's  Maximum  Allowable  Cost  Rule,  chsiging 
that  the  rule,  which  would  govern  the  prescription 
of  drugs  for  Medicare  and  Medicaid  patients, 
intrudes  on  clinical  decisions  made  by  physi- 
cians The  case  is  now  pending 

The  AMA  has  also  joined  with  co-plaintiffs,  ihe 
state  of  North  Carolina,  the  state  of  Nebraska  and 
the  North  Carolina  Medical  Society,  m  a  suit 
against  the  Health  Planning  Act  of  1974  which 
gives  the  Secretary  of  HEW  sweeping  powers 
over  nearly  every  aspect  of  health  care 

These  are  just  some  of  the  many  actions  the 
AMA  has  taken  to  protect  your  rights  and  interests 
and  the  rights  and  interests  of  your  patients.  With 
your  support,  it  can  be  even  more  effective. 


Join  us. 

We  can  do  much  more  together. 

Dept   of  fVlembership  Development 

American  Medical  Association 

535  N    Dearborn  St  /Chicago,  IL  60610 

Please  send  me  more  information  on  the  AMA 
and  AMA  membership 

Name 


Address. 


City/State/Zip. 


DON'T  LET  INDECISION 
COST  YOU  MONEY 


At  present  Medical  Liability  Mutual  Insurance  Company  of  North  Carolina  offers 
you  the  opportunity  to  svsitih  from  other  Claims  Made  coverage  to  MLM  without  the 
need  for  a  buy-out  or  reporting  endorsement.  This  means  you  can  insure  with  your 
physician-owned  company  without  paying  any  additional  premiums. 

THIS  OFFER  WILL  TERMINATE  ON  APRIL  1. 

iV /O,  for  all  policies  having  retroactive  dates  beyond  one  year.  \ou  know  you 
intend  to  insure  with  the  one  company  that  always  puts  your  interest  first  and  foremost. 
You  intend  to  share  in  the  benefits  that  only  your  own  physician-owned  company  can 
offer  you  in  the  future. 

For  the  full  story  on  what  MLM  offers  you  and  for  detailed  financial  information  on 
your  Company,  call  or  write  us  today.  Why  not  join  with  over  509^  of  your  fellow 
practicing  ALD.s  in  \orth  (^antlina. 


INSURE  NOW  WITH  MLM— 
DON'T  LET  INDECISION  COST  YOU  MONEY 


For  information  and  details,  call  or  write: 

MEDICAL  LIABILITY  MUTUAL  INSURANCE  COMPANY 

OF  NORTH  CAROLINA 

222  N.  Person  Street  P.O.  Box  27285 

Raleigh,  North  Carolina  27611  Phone:  919  828-9334 


Z^m  ©Di]G®DiiOm®m  rDqg 


From  time  to  time  individuals  may  experience  extreme 
probiems  in  iiving,  Wtien  ttiis  happens  it  maybe  necessary  to 
seek  tieip  from  experienced  members  of  ttie  medical  and 
helping  professions.  Mandala  Center  is  an  uncommon 
place  dedicated  to  bringing  to  individuals  an  awareness  of 
the  source  of  their  distress  and  help  them  find  resolutions  to 
their  problems. 

A  fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic,  Mandala  moved  to  its  new  quarters  on  a  16-acre 
suburban  site  in  November,  1976.  Founded  in  April,  1972,  the 
Center  serves  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  Hospital  end  clinic  programs  are  ovailable 
for  all  categories  of  emotional  and  mental  dysfunctioning 


including  alcohol  and  drug  abuse.  Interdisciplinary  treat- 
ment teams  plan  and  implement  the  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
vidual, child,  couples,  group  and  family  therapies,  pastoral 
counseling,  sexual  and  living  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  other  somatic 
therapy  services. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 


%i^ 


^KLA/ 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 

Winston-Salem,  N.  C.  27104 

[919)  768-7710 


Medical  Staff 

Richard  B.  Boren,  M.D. 

Psychiatrist-in-Chief 

Roger  L.  McCauley,  M.D. 

Director,  Out-Patient  Services 

Larry  T.  Burch,  M.D. 

Director,  In-Patient  Services 

Richard  M.  Aderhold,  M.D. 

Staff  Psychiatrist 

Hans  Lowenbach,  M.D. 

Senior  Consulting  Psychiatrist 

Mallie  B.  Penry,  R,N.  Ph.D. 

Director  of  Nursing 

For  information,  please  contact 
Richard  V.  Woodard,  Administrator 

JCAH  Accredited 
BC/BS  participoting 

Towards  Wholeness 


■  Most  Widely  Prescribed— Anti vert  is  the  most  widely  pre- 
scribed agent  tor  the  managemei^t  of  \'ertigo"''  associated  with 
diseases  affecting  the  vestibular  system  such  as  Meniere's  disease, 
labyrinthitis,  and  \'estibular  neuronitis, 

■  Relief  of  Nausea  and  Vomiting-  Anti\-ert/25  can  relie\-e  the 
nausea  and  \-omitmg  often  associateci  with  vertigo":" 

■  Dosage  for  Vertigo"  —The  usual  adult  dosage  tor  Antivert/25 
is  one  tablet  t.i.d. 

BRIEF  SUMMARY  OF  PRESCRIBING  IXEORNUTIOX 


"INDICATIONS  Based  on  a  reMew  oi  this  drug  by  the  Naaonal  Academy  ot 
Sciences— Nanonal  Research  Council  and/or  other  Intorma don.  FDA  has  classified 
the  indications  as  follows; 

Effecnve.  Management  oi  nausea  and  x'ominng  and  dizziness  assooated  with 
motion  sickness. 

PossibN  Effective  Management  of  verngo  associated  with  diseases  affecnng  the 
vesnbular  system. 

Final  classification  of  the  less  than  eftecti\-e  indlcatKms  requires  further 
in\'estitzation 


Big  Balanced  Rock,  Chincahua  Mountains.  Arizona  {approx  1,000  tons) 

CONTRAIN'DICATIONS  Administration  of  Antivert  (meclizine  HQ}  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  \ie\v  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  a  d  ITU  ni  strati  on  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspnng.  Limited  smdies  using  doses  of  over  100  mg  / 
kg./day  in  rabbits  and  10  mg.Ag  /day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCI  is  contraindicated  in  individuals  who  have  shown  a  previous  h\per- 
sensinvity  to  it 

WARNINGS  Since  drowsiness  may,  on  c^ccasion,  occur  with  use  ot  this  drug,  panents 
should  be  warned  of  this  possibilitv  and  cautioned  against  dnving  a  car  or  operanng 
dangerous  machinery. 

Usage  m  Children  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done,  therefore,  usage  is  not  recommended  m  the  pediatric  age  group 

L'sage  in  Pregnanes-  See  "Contraindications'' 
ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported.  DnODM^  ^3!Hfe 

More  detailed  professional  information  available  on  Fi^^^^ril^i  %4|gJ(r 
request  A  division  of  FHizer  Pharmaceuticals 

*      ^  New  York,  New  York  10017 


Antivert?25 

(meclizine  HCI)  25  mg.Tablets 

for  vertigo* 


Upjohn 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


LiJ*^^j^» 
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Medrol  4  mg  Dosepak 

msm  methylprednisolone,  Upjohn 

The  explicit  printed  dosage  instructions  that  accompany  each  Dosepak 
make  it  easy  for  the  patient  to  understand  and  follow  the  dosage  regimen. 


©1977  The  Upjohn  Company 
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y^         it  on  a  small  table.  It  comes  with  booklets  called  "As 

INVESTMENT  OF  A  FEW  MII^        precious  as  sight"  that  give  your  patients  some  basic 

y^         iacts  about  auditory  testing  and  hearing  losses  and  how 
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WHEN  A  HEARING 
AID  WILL  HELP 


WHEN 
URNING  PAIN  > 
OMPLICATE 
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TURN  IT  OFF  WITH 


AZO  GANTANOL 

Each  tablet  contains  0.5 Gm  sulfamethoxazole  and  100  mg  phenazopyridme  HCI. 


FOR  THE  PAIN 

Quickly  relieves  painful  symptoms  such  as  burning 
and  pain  associated  with  urgency  and  frequency. 

■  Recommended  antibacterial  therapy:  up  to  3  days 
with  Azo  Gantanol,  then  1 1  days  with  Gantanol  (sulfa- 
methoxazole) 

Before  prescribing,  please  consult  complete  product  Inforination, 
a  summary  of  wtiich  follows: 

Indications:  In  adults,  urinary  tract  infections  complicated  by 
pain  (primarily  pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  £  coli,  Klebsiella  Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabihs,  and,  less  frequently,  Proteus  vulgaris)  in  tne 
absence  of  obstructive  uropathy  or  foreign  bodies 
Note:  Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests  with 
bacteriologic  and  clinical  response;  add  aminobenzoic  acid  to 
follow-up  culture  media.  The  increasing  frequency  of  resistant  organ- 
isms limits  the  usefulness  of  antibacterials  including  sulfonamides. 
Measure  sulfonamide  blood  levels  as  variations  may  occur; 
20  mg/100  ml  should  be  maximum  total  level 

Contraindications:  Children  below  age  12;  sulfonamide  hyper 
sensitivity,  pregnancy  at  term  and  during  nursing  period;  because 
Azo  Gantanol  contains  phenazopyridme  hydrochloride  it  is  contrain 
dicated  in  glomerulonephritis  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  w^ith  G  I  disturbances 

Warnings:  Safety  during  pregnancy  not  established  Deaths  Iron 
hypersensitivity  reactions,  agranulocytosis  aplastic  anemia  and  otnei 
blood  dyscrasias  have  been  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice)  may  indicate  serious  blood 
disorders  Frequent  CBC  and  urinalysis  with  microscopic  examination 
are  recommended  during  sulfonamide  therapy. 

Precautions:  Use  cautiously  m  patients  with  impaired  renal  or 
hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucose-6- 
phosphale  dehydrogenase  deficient  individuals  in  whom  dose-related 
:  hemolysis  may  occur   Maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis,  aplastic 
anemia  thrombocytopenia  leukopenia,  hemolytic  anemia,  purpura 


FOR  THE  PATHOGENS 

H  Effectively  controls  susceptible  pathogens  such  as 
£  coll,  Klebsiella-Aerobacter,  Staph,  aureus,  Proteus 
mirabilis  and,  less  frequently,  Proteus  vulgaris. 


*nonobstructed,  due  to  susceptible  organisms 


hypoprothrombinemia  and  methemoglobinemia);  allergic  reactions 
(erythema  multiforme,  skin  eruptions,  Stevens-Johnson  syndrome, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis),  G  /  reactions  (nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and  stomatitis),  CNS  reactions 
(headache,  peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia);  miscellaneous 
reactions  (drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.  E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have  caused 
rare  instances  of  goiter  production,  diuresis  and  hypoglycemia. 
Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acute,  painful  phase  of 
urinary  tract  infections.  Usual  adult  dosage:  2  Gm  (4  tabs)  initially, 
then  1  Gm  (2  tabs)  B  I.D.  for  up  to  3  days.  If  pain  persists,  causes  other 
than  infection  should  be  sought.  Alter  relief  of  pain  has  been 
obtained,  continued  treatment  with  Gantanol  (sulfamethoxazole) 
may  be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-red  dye 
(phenazopyridme  HGl)  will  color  the  urine 

Supplied:  Tablets,  red,  film-coated,  each  containing  0.5  Gm 
sulfamethoxazole  and  100  mg  phenazopyridine  HCI— bottles  of 
100  and  500. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


®  Each  capsule  contains  50  mg.  of 
D\'renium^  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


MAKES  SENSE 

FOR  LOKG-TERM  CONTROL 

OF  HYPERTENSION* 


/ 


/■ 
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Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows: 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


*  Indications:  When  the  fixed  combination  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  'Dyrenium' 
component  is  warranted. 

Contraindications:  Further  use  in  progressive 
renal  or  hepatic  dysfunction;  hyperkalemia.  Pre- 
existing elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs.  Routine  use  of  diuretics  in 
otherwise  healthy  pregnancy. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherw^ise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with 


cardiac  irregularities.  It  is  more  likely  in  severely 
ill  patients  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determi- 
nations of  serum  K'  should  be  made.  If  hyper- 
kalemia develops,  substitute  a  thiazide  alone, 
restrict  K^  intake.  The  presence  of  a  widened 
QRS  complex  or  arrhythmia  in  association  with 
hyperkalemia  requires  prompt  additional  therapy. 
Thiazides  are  reported  to  cross  the  placental 
barrier  and  appear  in  breast  milk;  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  other  adverse  re- 
actions that  have  occurred  in  the  adult  may  result. 
When  used  in  pregnancy  or  in  women  who  mi ght 
bear  children,  weigh  potential  benefits  against 
possible  hazardsTo  fetus.  Adequate  information 
on  use  in  children  is  not  available. 
Precautions:  Do  periodic  serum  electrolyte 
determinations  ( particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine  de- 
terminations should  be  made,  especially  in  the 
elderly,  diabetics,  or  those  with  suspected  or 
confirmed  renal  insufficiency  Watch  for  signs  of 
impending  coma  m  severe  liver  disease.  If  spiro- 
nolactone IS  used  concomitantly,  determine  serum 
K*  frequently;  both  can  cause  K"  retention  and 
elevated  serum  K"  ,  Two  deaths  have  been  re- 
ported with  such  conc9mitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the  other 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias. 
liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiv- 
ing Dyrenium^    (triamterene,   SK&F   Co.).   and 


leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Do  periodic  blood  studies  in  cirrhotics 
to  check  for  nondrug-related  variations  in  blood 
pictures,  and  in  patients  with  folic  acid  depletion, 
since  "Dyrenium'  may  contribute  to  appearance 
of  megaloblastosis.  Antihypertensive  effect  may 
be  enhanced  m  post-sympathectomy  patients. 
Use  cautiously  in  surgical  patients.  The  following 
may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperun- 
cemia  and  gout,  digitalis  intoxication  (in  hypo- 
kalemia), decreasing  alkali  reserve  with  possible 
metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis, 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and.  rarely, 
allergic  pneumonitis  have  occurred  with  thia- 
zides alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for  in- 
stitutional use  only). 

SK&F  CO.,  Carolina.  P.R.  00630 
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TRIAMTERENE  CONSERVES  POTASSIUM  WHILE 
HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE 


BURROUGHS  WELLCOME  CO  MAKES 
CODEINE  COMBINATION  PRODUCTS. 


OU  MAKE  THE  CHOICE. 


EMPIRIN* 

COMPOUND 

c  CODEINE 

#3 

Each  tablet  contains: 

codeine  phosphate,  32  mg(gry2), 

(Warning:  May  be  habit-forming]; 

aspirin,  227  mg;  phenacetin,  162  mg; 

and  caffeine,  32  mg. 


EMPRACET 
c  CODEINE 

#3 

Each  tablet  contains: 

codeine  phosphate,  30  mg  (grVa), 

(Warning:  May  be  habit-forming); 

and  acetaminophen  300  mg. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Message  of  the  President  to  the 
House  of  Delegates 


Jesse  Caldwell,  M.D. 
May  5,  1977 


AS  has  been  customary  for  many  years  the  Presi- 
dent of  the  North  Carolina  Medical  Society  ren- 
ders an  account  of  the  activities  of  the  Society  at  the 
first  meeting  of  the  House  of  Delegates  during  the 
annual  session.  First,  however.  1  wish  to  express  the 
appreciation  of  the  officers  and  staff  of  the  Society  for 
your  presence  here  at  this  convention  to  deliberate 
and  guide  the  Society  in  its  many  endeavors. 

The  honor  and  responsibility  which  you  gave  me 
two  years  ago  was  humbly  accepted  and  during  the 
years  as  president-elect  and  president,  the  welfare  of 
our  Society  has  been  a  daily  concern.  Realizing,  of 
course,  that  with  a  strong  and  healthy  medical  society 
the  people  of  North  Carolina  will  benefit  both  directly 
and  indirectly. 

As  mentioned  in  a  presentation  here  a  year  ago.  I 
discovered  that  the  office  of  the  president-elect  was 
very  important  and  a  great  deal  of  work  had  to  be  done 
during  that  year.  However,  the  year  as  presiding  of- 
ficer of  our  Society  has  been  most  gratifying,  if  I  may 
express  a  selfish  reaction.  The  occupation  of  this  of- 
fice has  opened  many  new  doors.  Probably  the 
greatest  personal  reward  was  found  in  the  opportunity 
to  meet  so  many  of  the  fine  people  around  the  state, 
both  in  and  out  of  our  profession. 

At  the  close  of  1976  our  Society  recorded  its  largest 
membership  —  4.979  —  only  a  few  short  of  5,000.  This 
indicates  the  value  the  physicians  in  North  Carolina 
place  on  society  membership  —  a  body  at  work  to 
provide  the  facilities  for  a  cohesive  effort  to  better  the 
health  care  for  our  people. 

Now  it  will  not  be  practicable  for  me  to  mention  all 
of  the  important  activities  in  which  the  Society  was 
engaged  in  1976-77.  Most  of  the  work  is  documented  in 
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the  compilation  of  reports  which  you  have.  But  some 
elaboration  is  indicated  in  certain  areas. 

During  1976  the  North  Carolina  General  Assembly 
met  for  a  special  session  and  by  a  two-thirds  vote 
suspended  the  rules  and  enacted  certain  laws  affecting 
medical  professional  liability.  These  have  been  given 
to  you  before  and  I  will  not  repeat  them  at  this  time.  At 
the  same  meeting  the  General  Assembly  created  a 
North  Carolina  Health  Care  Excess  Liability  Fund 
and  two  of  our  members,  Richard  N.  Wrenn  and 
Samuel  B.  Joyner.  are  directors  of  this  fund.  Dr. 
Wrenn  is  chairman. 

All  of  you  are  aware  of  the  creation  and  operation  of 
the  Medical  Liability  Mutual  Insurance  Company  of 
North  Carolina  which  is  owned  by  2.000  members  of 
our  Society  and  which  is  now  well  into  its  second  year 
of  operation.  This  company  now  offers  both  claims 
made  and  occurrence  liability  coverage. 

There  has  been  discussion  during  the  year  as  to 
whether  or  not  the  Society  should  act  to  seek  further 
changes  in  the  tort  laws.  For  instance,  such  laws 
which  would  tend  to  decrease  the  frequency  of  frivo- 
lous and  nonmeritorious  suits  in  the  area  of  profes- 
sional liability.  However,  we  have  been  advised  by 
both  legislators  and  knowledgeable  individuals  in  the 
political  field  that  to  open  the  matter  again  this  soon 
would  be  risky  and  we  could  lose  some  of  the  ground 
that  has  been  gained.  Consequently,  your  Legislative 
Committee  and  officers  of  the  Society  have  not  sought 
additional  legislation  in  this  area  in  1977.  In  September 
1976  the  Executive  Council  voted  to  make  the  previ- 
ous ^J/ior  Committee  on  Medical  Liability  Problems 
a  continuing  committee,  chaired  by  Ira  Hardy. 

Also  during  the  year  the  North  Carolina  Medical 
Society  has  been  party  in  a  suit  against  HEW  with 
the  one  filed  by  the  Secretary  of  Human  Resources  of 
North  Carolina.  We  were  joined  by  the  AMA  and 
some  others  in  this  litigation  concerning  the  constitu- 
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tionality  of  the  certificate  of  need  requirement  in  Pub- 
lic Law  73-841. 

The  year  began  with  the  job  of  appointing  members 
to  the  some  50  committees  of  the  Society.  This  was 
done  with  the  advice  of  officers,  councilors,  commis- 
sioners and  others.  E.xcept  for  one  or  two  exceptions 
all  of  these  committees  met  at  the  Annual  Committee 
Conclave  at  Mid  Pines  in  September. 

There  was  an  important  new  committee  created  in 
September  1975  which  replaced  two  older  commit- 
tees. This  is  the  Committee  on  Health  Planning  and 
Development,  with  Henry  H.  Nicholson  of  Charlotte 
as  chairman.  This  committee  contains  physician 
members  of  the  HAS's  and  SHICC  in  North  Carolina. 
Itsjob  is  to  monitor  the  activities  of  these  agencies  for 
the  Society. 

At  the  suggestion  of  James  E.  Davis,  a  group  of 
physicians  met  in  May  1976  to  determine  whether  or 
not  the  Society  should  study  the  cause  of  the  rising 
costs  of  medical  care.  As  a  result  of  this  interest,  a 
continuing  Committeee  on  Medical  Cost  Containment 
was  created  with  Jesse  Meredith  of  Winston-Salem  as 
chairman.  This  committee  has  been  active  and  has 
formed  several  subcommittees  which  have  been  hard 
at  work. 

During  the  first  week  of  July  the  Society  sponsored 
a  very  successful  Sports  Medicine  Symposium  at 
Wrightsville  Beach.  This  was  the  6th  annual  such 
event  which  has  become  very  popular  for  those  in- 
terested in  the  problems  of  human  physiology  and 
injuries  connected  with  sporting  events. 

Your  society  has  co-sponsored  some  medical  re- 
lated conferences  during  the  past  year: 

(1)  The  role  of  the  medical  director  in  the  skilled 
nursing  facility. 

(2)  Mental  health  for  the  convicted  offender  —  pa- 
tient and  prisoner. 

(3)  North  Carolina  Alcoholism  Awareness  Week. 

(4)  And  now  the  society  is  deeply  involved  in  the 
Governor's  Conference  on  the  Quality  of  Life  for  our 
Senior  Citizens. 

During  the  year  there  was  interest  in  the  fact  that 
cases  of  thyroid  cancer  were  occurring  in  young  indi- 
viduals who  had  received  radiation  treatment  to  the 
head  and  neck  for  various  reasons.  Consequently, 
with  the  cooperation  of  several  committees,  a 
Thyroid  Recall  Task  Force  was  formed,  chaired  by 
James  Maher,  and  it  has  assumed  the  responsibility 
for  professional  and  public  education  in  this  area. 

The  Society  has  been  advised  that  optometrists  are 
again  seeking  to  broaden  the  scope  of  their  practice 
through  legislation  and  that  this  has  already  been  suc- 
cessful in  the  state  of  West  Virginia.  The  ophthal- 
mologists in  our  state  have  been  very  active  in  an 
educational  program  to  provide  the  legislators  with 
materials  they  will  need  to  make  a  wise  decision.  Also, 
a  number  of  ophthalmologists  spoke  before  a  planning 
committee  of  the  University  of  North  Carolina  ex- 
pressing the  Society's  position  in  being  opposed  to 
North  Carolina's  participation  with  any  other  state  in 


the  formation  of  a  school  of  optometry  in  Charleston, 
South  Carolina. 

Another  important  event  for  our  Society  occurred 
during  the  last  weekendin  January  which  was  the  1977 
Annual  Conference  for  Medical  Leadership  in 
Raleigh.  This  meeting  was  well  attended  by  many  new 
officers  of  our  county  societies  and  during  a  cram 
session  of  less  than  24  hours  the  group  was  exposed  to 
some  28  talented  and  expert  speakers.  This  annual 
conference  has  become  very  popular  and  it  im- 
mediately precedes  the  winter  meeting  of  the  Execu- 
tive Council. 

In  the  past  several  years  a  committee  in  the  Society 
has  been  working  on  a  revision  of  the  Constitution  and 
Bylaws.  It  has  been  mentioned  that  an  administrative 
code  should  be  compiled  in  order  to  keep  all  of  our 
legal  and  management  documents  in  one  volume.  I 
believe  that  the  new  Bylaws  would  provide  for  such  a 
code.  During  the  past  year  the  headquarters  staff  has 
compiled  a  volume  known  as  the  Policy  Manual  of  the 
North  Carolina  Medical  Society  in  which  approxi- 
mately 100  different  actions  of  the  Society  and  the 
Council  since  1970  have  been  compiled  and  indexed 
for  ready  reference.  This  will  be  a  very  useful  part  of 
the  administrative  code. 

In  October  1976  Speaker  Tom  E.  Nesbitt  of  the 
AMA  House  of  Delegates  announced  that  he  would 
run  for  the  presidency  of  the  AMA.  Almost  simul- 
taneously the  Vice-Speaker  of  the  House,  William  Y. 
Rial,  announced  his  candidacy  for  the  speakership. 
Again,  almost  immediately  two  delegates,  one  from 
Georgia  and  one  from  Ohio,  announced  their  candi- 
dacy for  the  vice-speakership.  After  much  delibera- 
tion and  consultation  the  North  Carolina  delegation  to 
the  AMA,  as  well  as  other  officers  of  the  Society, 
urged  past  president  James  E.  Davis  to  become  a 
candidate  for  the  vice-speakership.  This  action  was 
based  on  his  long  experience  and  demonstrated  abil- 
ity. 

The  records  will  show  that  it  has  been  nine  years 
since  our  Society  has  raised  its  annual  dues.  The 
Committee  on  Finance  made  a  recommendation  to  the 
Executive  Council  in  January.  We  may  or  may  not 
have  adverse  reaction  to  a  dues  increase  but  positive 
action  is  inevitable. 

Following  discussions  at  the  mid-winter  meeting  of 
the  Executive  Council  two  new  study  committees 
were  appointed.  One  ad  hoc  committee  would  look 
into  the  problems  of  the  troubled  medical  provider  and 
make  recommendations  to  the  Society  as  to  whether 
or  not  we  should  have  a  continuing  committee  on  this 
subject.  It  would  also  outline  its  duties. 

The  other  committee  was  appointed  by  action  of  the 
Council  after  we  had  received  word  that  several  tech- 
nical institutes  and  community  colleges  have  been 
considering  offering  physician  assistants  training 
programs.  It  was  felt  that  the  Medical  Society  could 
possibly  render  some  advice  and  opinion  about  the 
necessary  physical  and  clinical  facilities  required  for  a 
first-rate  program  in  these  institutions.  An  ad  hoc 
committee  was  formed  to  consult  with  those  involved 
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in  creating  new  programs  for  physicians  assistants  and 
it  was  asi<:ed  to  matce  a  report  to  the  Executive  Council 
on  April  17.  This  was  done. 

During  the  year  the  work  of  our  committees  has 
been  outstanding.  It  is  impossible  to  really  give  due 
credit  to  those  who  have  participated  in  all  the  deliber- 
ations and  the  other  work  done  by  our  many  commit- 
tee members.  Without  wishing  to  short  change  anyone 
I  will  be  reluctant  to  mention  names  as  much  as  1 
would  like  to. 

Also,  many,  many  thanks  go  to  our  commissioners 
who  have  been  so  loyal  and  outstanding  in  their  work 
in  coordinating  their  committees  and  presenting  the 
material  to  the  Executive  Council  in  concise  form. 

Whenever  possible  during  the  year  when  a  matter 
was  brought  to  the  attention  of  this  officer,  it  was 
referred  to  an  appropriate  committee  for  its  considera- 
tion and  in  most  instances  prompt  and  expert  advice 
resulted. 


It  has  been  a  most  pleasant  year  working  with  all  of 
our  headquarters  staff.  1  want  to  thank  William  N. 
Milliard  for  his  courteous  assistance  and  guardianship 
—  incidentally  on  May  1  of  this  year  Bill  Milliard  began 
his  26th  year  of  service  to  our  Society  —  the  longest 
tenure  of  any  employee  of  the  North  Carolina  Medical 
Society.  1  have  received  full  and  respectful  co- 
operation from  every  member  of  the  staff  and  this,  of 
course,  made  the  job  considerably  easier  than  one 
could  have  anticipated.  Our  headquarters  organiza- 
tion is  talented  and  experienced. 

The  North  Carolina  Medical  Society  is  fortunate  in 
having  Marvey  Estes  take  over  as  the  presiding  of- 
ficer. Marvey  is  a  brilliant,  experienced  and  cool  intel- 
lectual and  ifhe  gets  the  samekindof  support  that  I  did 
our  Society  will  have  a  most  successful  year. 

1 14  W.  Third  Avenue 
Gastonia,  North  Carolina  28052 


The  palpitation,  or  irregular  action  of  the  heart,  which  so  often  attends  disorder  of  the  stotnach,  is  the 
most  alarming  of  all.  Headache,  giddiness,  noise  in  the  ears,  pains  over  the  eye-brows,  confusion  of 
thought,  defect  of  metnory,  and  other  symptoms  about  the  head,  are  known,  even  to  a  proverb,  to 
depend  so  often  on  the  state  of  the  stomach,  that  their  existence  seldom  occasions  much  anxiety  in  either 
patient  or  practitioner;  but  when  the  pulse  begins  to  intermit,  and  the  heart  to  beat  irregularly  against  the 
ribs,  great  danger  is  usually  apprehended  by  the  invalid;  and  the  medical  practitioner,  who  is  not  well 
versed  in  this  class  of  complaints,  and  accustomed  to  the  use  of  the  stethoscope,  is  not  unfrequenlly 
thrown  off  his  guard,  and  forms  a  far  more  melancholy  prognosis  than  the  case  generally  deserves.  In 
these  symptomatic  affections  of  the  organ  of  the  circulation,  however  irregular  may  be  the  action  of  the 
heart  and  the  pulse,  they  are  not  accompanied  by  the  other  usual  attendants  on  organic  disease.  The 
breathing  is  but  little  disturbed  —  the  countenance  has  not  the  look  of  distress  —  the  lips  are  not  blue  — 
there  is  no  edema  of  the  limbs  —  and  the  irregular  action  subsides  v/hen  the  stomach  and  bowels  are 
empty,  and  the  mind  of  the  patient  tranquil.  But,  as  the  surest  proof  of  sympathetic  disorder,  the 
examination  of  the  heart  by  the  stethoscope,  in  the  intervals,  will  shew  thai  there  is  no  enlargement, 
valvular  imperfection,  or  other  change  of  structure  present.  In  such  instances,  by  confining  the  patient  to 
a  rigid  diet  for  a  day  or  two,  and  gently  clearing  the  bowels,  it  may  be  proved  to  his  own  satisfaction  that 
there  is  no  disease,  nor  even  permanent  disorder  of  function  in  the  case.  — An  Essay  on  Indigestion:  or 
Morbid  Sensibility  of  the  Stomach  &  Bowels.  James  Johnson,  1836,  pp  88-89. 
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Annual  Address  of  the  President 
"The  Loom" 


Jesse  Caldwell,  M.D. 
May  7,  1977 


A  NUMBER  of  years  ago  the  master  of  a  small 
sailing  vessel  was  making  an  Atlantic  crossing 
west  to  east.  For  several  days  as  he  was  approaching 
the  western  coast  of  Europe  the  weather  had  been  so 
bad  he  had  been  unable  to  use  his  instruments  and 
manuals  to  determine  his  location.  He  plotted  his 
course  by  dead-reckoning  and  knew  that  he  was  ap- 
proaching the  European  coast.  Shortly  after  midnight, 
while  standing  at  the  helm,  he  noticed  off  the  star- 
board bow  a  slight  glow  in  the  dark  sky.  The  glow  was 
the  loom  of  the  lighthouse  many  miles  over  the  hori- 
zon at  Finisterre,  or  land's  end,  on  the  northwest 
portion  of  Spain.  The  captain  knew  that  it  would  be 
only  a  matter  of  time  until  he  would  reach  the  point 
where  he  could  identify  the  light  and  definitely  fix  his 
location. 

Many  of  us  in  the  practice  of  medicine  have  become 
uneasy  about  what  lies  ahead  and  why  we  are  not  able 
to  exactly  pinpoint  the  problem  areas.  But  these  prob- 
lems have  already  broadcast  their  loom  w  hich  attracts 
our  attention  at  this  time. 

There  is  little  doubt  that  a  tremendous  change  is 
taking  place  in  all  aspects  of  our  lives.  Medicine  is 
continually  changing.  Some  of  us  feel  that  everything 
in  medicine  has  changed  since  receiving  our  M.D. 
degree,  except  perhaps  the  protocol  for  doing  a  physi- 
cal examination. 

The  sociological  changes  which  have  taken  place 
over  the  past  years  have  had  a  great  impact  on  our 
society  and  we  are  continuing  to  race  toward  changes 
which  will  affect  the  quality  of  life. 

One  shudders  to  think  about  the  tremendous  growth 
of  all  levels  of  government  even  during  the  past  de- 
cade. We  ask  the  question:  "How  is  it  that  our  gov- 
ernment continues  to  grow  at  such  a  rapid  rate?"'  This 
observer  believes  that  there  is  one  fundamental  thing 
which  has  allowed  this  phenomenon.  That  is  the  vote 
of  the  individual. 

Given  before  the  Second  General  Session.  North  Carolina  Medical  Society.  Pinehurst. 
North  Carolina.  May  7.  1977, 


In  composing  the  Constitution  of  the  United  States 
our  forefathers  deliberated  for  months  over  the  vari- 
ous articles.  We  are  told  that  there  was  considerable 
discussion  on  whether  or  not  the  federal  government 
should  grant  women  the  right  to  vote.  This  matter  was 
so  bitterly  contested  that  it  was  finally  resolved  by 
arbitration  which  would  give  each  state  the  power  to 
determine  who  would  be  eligible  to  vote.  Following 
the  war  in  the  1860's  the  15th  Amendment  to  the  Con- 
stitution prohibited  the  states  the  right  to  deny  voting 
privileges  to  anyone  because  of  race,  creed  or  previ- 
ous servitude.  The  impact  of  this  amendment  was  not 
considerable  except  for  a  few  years  during  the  recon- 
struction period. 

Other  important  changes  in  the  voting  population 
came  with  the  adoption  of  the  19th  Amendment  in 
1920  just  in  time  for  the  presidential  election  in  No- 
vember. This  allowed  women  to  vote  for  the  first  time . 
In  1965  Congress  and  judicial  interpretations  struck 
down  many  of  the  qualifications  which  states  had  re- 
quired for  voting  privileges.  This  allowed  many  illiter- 
ates the  right  to  vote  and  removed  the  poll  tax.  Most 
recently  we  granted  voting  privileges  to  those  1 8  years 
of  age. 

Now  I  would  like  to  discuss  two  areas,  somewhat 
related,  which  are  the  result  of  sociological  changes 
coming  from  the  power  of  the  vote,  the  will  of  the 
people,  and  the  democratic  process  of  majority  rule. 

RISING  COST  OF  MEDICAL  CARE 

The  cost  for  medical  care  has  gone  up  tremendously 
for  a  number  of  reasons.  Prior  to  inflation  and  the  great 
technological  advances  which  have  moved  into  our 
community  hospitals,  the  minimum  wage  law  was  the 
first  big  step  in  increasing  hospital  costs.  Hospitals 
have  to  remain  open  24  hours  a  day,  seven  days  a 
week,  all  year,  every  day.  However,  many  of  the  ser- 
vice departments  of  hospitals  operate  at  full  capacity 
only  eight  hours  a  day  five  days  a  week.  There  is  a  lack 
of  incentive  on  the  part  of  the  administrators  and  gov- 


262 


Vol.  38.  No.  5 


eming  hoards  of  non-profit  hospitals  to  institute  ef- 
ficient mechanisms  to  use  the  expensive  capital  equip- 
ment more  and  thus  reduce  the  overall  cost  of  service 
to  the  public.  A  successful  manufacturing  plant  is  seen 
operating  24  hours  a  day.  7  days  a  week,  with  every 
machine  producing  with  little  down  time. 

Medical  services  since  1900  have  increased  the  av- 
erage length  of  life  from  47  to  72  years.  One  must  face 
the  fact  that  every  individual  saved  from  death  at  an 
earlier  age  will  eventually  live  to  develop  chronic  dis- 
eases and  occupy  a  bed  in  a  nursing  home.  This  will 
increase  medical  costs,  homes  for  the  elderly,  and 
overburden  the  resources  of  our  society  to  pay  for 
these  services. 

Our  present  system  has  the  advantage  of  making 
more  or  less  unlimited  funds  available  for  health  ser- 
vices. This  has  allowed  wide  latitude  for  innovation 
and  the  adoption  of  new  services  and  techniques. 
However,  we  are  going  to  reach  the  point  where  these 
services  cannot  be  afforded  and  a  change  is  inevitable. 

In  order  for  the  practice  of  medicine  to  continue  to 
be  one  of  life's  most  rewarding  and  satisfying  profes- 
sions, it  is  essential  that  we  maintain  the  ability  to 
innovate  and  to  devise  new  techniques.  It  appears  that 
our  organized  profession  will  have  to  concede  that 
some  type  of  restraint  is  forthcoming  but  we  should 
strive  to  preserve  the  ability  to  improve  our  tech- 
niques and  services. 

We  are  told  that  medical  knowledge  has  a  half-life  of 
four  to  seven  years.  Likewise  medical  technology  has 
a  similar  short  half-life  and  this  brief  span  causes  con- 
stant and  expensive  changes  in  our  equipment  and 
procedures. 

As  physician  and  former  congressman  William  Roy 
told  us  in  the  1976  Shattuck  Lecture,  we  must  face 
three  medical  facts  of  life: 

(1)  That  we  cannot  do  everything  that  is  scientifi- 
cally possible  for  everyone  everywhere. 

(2)  That  if  we  cannot  do  everything  for  everyone 
everywhere  then 

(3)  We  must  decide  what  we  are  going  to  do  for 
whom  where. 

Our  society  has  long  demanded  that  everything  pos- 
sible be  done  to  maintain  life  and  spare  no  expense  in 
investigating  and  treating  disabilities  and  disease.  One 
can  mention  many  expensive  life  prolonging  proce- 
dures which  we  have  been  using. 

We  must  begin  to  realize  that  there  are  limited  re- 
sources for  health  maintenance.  There  is  just  simply 
not  enough  of  everything  to  go  around.  We  see  some 
experimentation  going  on  both  formally  and  infor- 
mally, organized  and  unorganized,  to  determine  just 
who  gets  what. 

Arriving  on  the  scene  during  our  professional 
lifetime  have  been  the  third  party  insurers  who  by 
some  mechanism  pay  for  the  medical  costs  of  our 
employed  and  well-to-do  patients.  However,  be- 
cause some  policies  pay  the  first  dollar  and  then  go 
on  into  major  medical,  there  has  been  overutilization 
on  the  part  of  many  patients.  Because  ofthe  first  dollar 
payout,  major  medical  and  the  inflation  of  costs  of 


services,  the  cost  of  private  insurance  coverage  is 
rapidly  becoming  prohibitive.  There  is  no  doubt  that 
our  public  will  react  adversely  to  this  situation. 

Only  when  decision  makers  are  motivated  to  face 
up  to  the  harsh  facts  of  limited  medical  resources  can 
there  be  any  serious  reduction  in  the  escalating  costs 
of  providing  the  expected  health  care. 

Meanwhile,  we  recognize  that  not  only  medical 
costs  have  risen  during  the  past  several  decades.  One 
sees  now  a  situation  in  which  it  is  almost  impossible 
for  a  young  couple  and  family  to  own  their  own  home. 
The  costs  of  matchbox  houses  now  days  seem  to  be 
absurd  to  many  of  us  who  have  witnessed  other  times. 
There  is  the  rising  cost  of  energy  in  the  past  several 
years.  Heating  a  home  now  is  two  to  three  times  as 
costly  as  it  was  only  a  few  years  ago.  The  cost  of 
air  conditioning  will  become  more  expensive  and 
eventually  the  cost  of  energy  to  maintain  these  lux- 
uries will  see  a  shift  in  our  comfortable  way  of  life. 
Gasoline  for  our  automobiles  will  become  so  expen- 
sive that  we  will  no  longer  know  the  luxury  of  large 
automobiles  and  two  and  three  cars  parked  around 
each  home.  And  where  has  the  five-cent  cup  of  coffee 
gone? 

NATIONAL  HEALTH  INSURANCE 

While  it  is  true  that  most  of  the  countries  of  the 
world  have  some  type  of  nationalized  health  care  de- 
livery system,  it  has  not  been  entirely  satisfactory  in 
most  ofthe  countries.  In  those  countries  which  have 
been  socialized  for  a  long  period  of  time  an  apathy  has 
been  transferred  to  successive  generations  which 
know  of  no  other  type  of  system. 

In  Britain.  France  and  Belgium  the  National  Health 
Systems  have  been  successful  in  increasing  the  access 
to  services  by  those  who  are  aged,  indigent  and  un- 
employed. This  is  particularly  true  for  acute  condi- 
tions but  unfortunately  it  is  not  true  for  the  chronic  or 
so-called  elective  procedures.  In  each  of  these  coun- 
tries there  have  been  difficulties  in  controlling  utiliza- 
tion of  health  care  facilities  and  this  has  caused  finan- 
cial difficulties.  There  was  so  much  trouble  in  the 
United  Kingdom  that  in  1974  a  planning  and  reorgani- 
zation process  for  the  National  Health  Scheme  was 
begun.  Neither  the  reorganization  nor  the  planning 
process  has  been  successful. 

In  France  there  is  a  system  which  required  that  all 
non-indigent  patients  pay  a  25'^  front-end  charge  for 
medical  services.  Belgium  also  has  a  similar  charge 
but  it  underwrites  100""^  of  the  costs  for  the  aged. 
indigent  and  the  unemployed.  So  far  all  three  coun- 
tries have  been  able  to  maintain  a  position  of  respect 
on  scientific  matters  and  none  of  the  countries  re- 
quires any  type  of  peer  review.  It  is  understood  that 
the  medical  profession  is  dissatisfied  v,ith  the  gov- 
ernmental activities  in  Britain.  France  and  Belgium 
and  this  has  also  been  noted  to  a  lesser  degree  in 
Canada.  The  medical  profession  itself  is  more  unified 
in  Belgium  and  France  than  it  is  in  the  United  King- 
dom where  the  profession  has  been  divided  into  two 
groups:  ( I)  the  general  practitioner  and  (2)  the  hospital 
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physician.  As  you  know,  the  medical  profession  in  the 
United  States  is  not  \007c  unified.  While  each  state 
appears  to  have  a  great  percentage  of  its  practicing 
physicians  in  an  organization,  this  percentage  far  ex- 
ceeds that  in  the  American  Medical  Association. 

In  our  own  country  we  already  have  a  National 
Health  Care  System  of  sorts  —  Medicare  and 
Medicaid  are  laws  and  the  cost  of  services  in  these 
programs  are  paid  from  taxes.  Each  year  sees  the 
power  of  the  voters  pressing  for  more  services  for 
more  people. 

Each  year  sees  the  Congress  considering  several 
types  of  National  Health  Insurance.  Health  Mainte- 
nance Organizations  were  boosted  to  he  a  prototype 
or  a  wedge  for  NHI  in  this  country.  Even  though  the 
HMO's  have  mostly  failed  we  witness  larger  and 
larger  group  practices  being  formed  and  these  could 
easily  be  converted. 

The  American  Medical  Association's  House  of  Del- 
egates at  its  meeting  in  December  1976  debated  for 
many  hours  in  committees  and  on  the  floor  the  stand  to 
be  taken  by  the  AMA  on  NHI.  A  resolution  was 
adopted  which  would  foster  a  nationwide  health  in- 
surance program  through  the  private  insurance  sector. 
We  wait  to  see  which  way  our  voters  will  go. 

Our  new  President  of  the  United  States  won  votes 
by  pledging  to  seek  a  comprehensive  nationwide 


health  service.  However,  we  seem  to  detect  some 
backing  off  and  this  undoubtedly  is  due  to  the  ex- 
pected reaction  of  voters  when  they  see  the  service 
costs  come  out  of  their  weekly  paycheck. 

Something  is  going  to  happen.  It  is  just  a  matter  of 
time  until  the  majority  vote  dictates  what  will  be  done 
with  our  resources. 

PREDICTIONS 

Now.  from  the  loom  we  can  make  a  few  predictions: 

1.  For  the  short  term,  at  least,  medical  science  and 
technology  will  continue  to  advance. 

2.  The  cost  of  medical  care  will  continue  to  soar  and 
the  public  will  react  adversely  when  casting  a  ballot. 

3.  Voters  will  elect  lawmakers  who  will  enact  re- 
strictive medical  care  legislation.  This  will  include  a 
slowdown  in  the  expansion  of  medical  facilities  and 
services  and  ceiling  reimbursements  for  services  ren- 
dered. 

4.  People  will  live  longer  and  chronic  diseases  will 
become  a  larger  part  of  our  medical  practice. 

5.  Finally,  because  of  economic  factors  and  dwin- 
dling resources  we  will  see  the  rationing  of  medical 
services. 

1 14  W.  Third  Avenue 
Gastonia,  North  Carolina  28052 


What  power  can  he  exert  over  the  thousand  sources  of  mental  anguish,  resulting  from  disappointed 
ambition,  bhghted  hopes,  rumed  prospects,  reverses  of  fortune,  mercantile  losses,  domestic  afflictions, 
crosses  in  love,  and  all  the  varied  ills  to  which  the  spirit  as  well  as  the  flesh  is  heir?  None  have  such 
opportunities  of  observing  the  devastations  committed  on  the  body  by  the  workings  of  the  mind,  as  the 
medical  philosopher.  None  can  see  the  intimate  connexion  between  mind  and  matter  so  cleariy  as  he  can. 
If  metaphysicians  had  been  physicians,  they  would  not  have  issued  into  the  worid  so  many  absurd 
speculations  on  the  nature  of  the  mental  faculties,  which  they  descant  upon  as  independent  of  the 
corporeal  organs  through  which  they  are  manifested.  — An  Essay  on  Indigestion:  or  Morbid  Sensibility 
of  the  Stomach  cS  Bowels.  James  Johnson,  1836,  p  90. 
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Transmural  Pacing  for  the  Management  of 

Heart  Block  Refractory  to  Presently 

Available  Pacing  Techniques 

Francis  Robicsek,  M.D.,  and  Norris  B.  Harbold,  Jr.,  M.D. 


ABSTRACT  When  cardiac 
rhythm  cannot  be  controlled  by 
pacemalters  implanted  in  the  endo- 
cardium or  the  epicardium,  often  be- 
cause of  increased  threshold,  modifi- 
cations in  the  system  will  usually  be 
corrective.  Occasional  patients  will 
remain  refractory,  however,  because 
of  abnormally  high  thresholds.  We 
have  successfully  employed  "trans- 
mural" pacing  using  an  endocardial 
and  an  epicardial  electrode,  con- 
nected to  a  bipolar  pulse  generator, 
in  three  of  four  patients  who  re- 
mained refractory  to  conventional 
pacing. 

SINCE  the  introduction  of  artifi- 
cial permanent  pacing  into  clin- 
ical practice  about  two  decades  ago, 
more  than  120.000  people  in  the 
United  States  have  undergone  im- 
plantation of  pacing  systems  by  the 
epicardial  or  the  transvenous  en- 
docardial technique.'  While  in  a 
great  majority  of  the  cases  either  of 
these  two  methods  will  bring  satis- 
factory results,  failures  to  pace  are 
not  rare.^"*  Early  failures  due  to  in- 
creased thresholds  are  especially 
frequent."  Although  this  usually  can 
be  corrected  by  repositioning  the 
electrode,  using  a  generator  with  a 
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higher  output,  switching  from  en- 
docardial to  epicardial  system  or 
vice  versa,  the  physician  who  per- 
forms a  large  number  of  pacemaker 
implantations  occasionally  will  en- 
counter a  patient  who,  because  of 
changes  in  the  myocardium  itself, 
will  have  an  abnormal  threshold 
high  enough  to  remain  refractory  to 
all  of  these  measures.  For  the 
treatment  of  such  cases,  we  de- 
veloped'" a  "transmural"'  pacing 
which  uses  one  endocardial  and  one 
epicardial  electrode  attached  to  a 
bipolar  pulse  generator.  This 
method  proved  to  be  effective  in 
three  of  four  patients  who  were  re- 
fractory to  conventional  pacing 
techniques. 

ILLUSTRATIVE  CASE 

A  65-year-old  man  was  admitted 
to  the  hospital  with  the  primary 
complaint  of  dizziness  and  occa- 
sional episodes  of  complete  black- 
outs. Electrocardiography  revealed 
left  ventricular  hypertrophy,  pro- 
longed P-R  interval  and  bradycardia 
with  the  heart  rate  occasionally  as 
low  as  38/minute. 

The  patient  underwent  subpec- 
toral implantation  of  a  Medtronic 
Model  5950  bipolar  pulse  generator 
connected  to  a  6901  endocardial 
pacing  electrode  which  was  inserted 
into  the  right  ventricle  through  the 
right  subclavian  vein.  An  unusually 
long  time  and  quite  extensive  ma- 
nipulation were  needed  to  obtain  an 
acceptable  threshold  of  1.4  mV  at 


the  electrode  ring  and  1 .3  mV  at  the 
electrode  tip.  The  R-wave  at  that 
point  measured  8.2  mV. 

The  patient  responded  well  ini- 
tially with  a  minimum  heart  rate  of 
72/minute.  Five  days  after  the  im- 
plantation, however,  his  heart 
ceased  to  follow  pacemaker  stimuli 
and  his  rate  dropped  to  48/minute. 
His  chest  x-ray  compared  to  the  one 
taken  immediately  after  implanta- 
tion failed  to  show  any  change  in  the 
position  of  the  electrode  and  the 
voltage  of  the  pacer  signal  did  not 
decrease  on  the  electrocardiogram. 

The  patient  was  operated  on 
again  and  it  was  found  that  the 
threshold  to  pacing  at  the  electrode 
ring  and  tip  increased  to  8  and  5.8 
mV  respectively.  The  electrode  was 
repositioned  and  again,  after  con- 
siderable manipulation,  an  accept- 
able threshold  and  a  good  pacing 
response  were  obtained. 

Failure  to  pace  because  of  in- 
creased threshold  made  reposition- 
ing of  the  electrode  necessary  again 
four  and  eleven  weeks  after  the  ini- 
tial procedure.  Fifteen  weeks  later 
failure  to  pace  recurred  and  it  was 
decided  to  convert  the  pacemaker 
system  into  an  epicardial  one. 

With  topical  anesthesia,  a  small 
longitudinal  incision  was  made  over 
the  xiphoid  process  and  the  dia- 
phragmatic portion  of  the  heart  was 
exposed.  A  Model  6917  sutureless 
epicardial  "screw"  electrode""'^ 
was  inserted  to  different  areas  of  the 
right  and  left  ventricular  wall  and 
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Fig.  1.  Lateral  chest  x-rav  of  the  patient  shows  the  pulse  generator  attached  to  one  endocar- 
dial and  one  epicardial  lead. 


then  removed.  With  neither  unipo- 
lar or  bipolar  techniques  were  we 
able  to  obtain  a  threshold  of  less 
than  2.2  mV. 

The  previously  inserted  pulse 
generator  was  then  exposed  and  de- 
tached from  its  bipolar  transvenous 
electrode.  At  that  point,  using  the 
Model  5300  pacing  system  analyzer, 
we  found  a  threshold  of  4.6  and  5.2 
mV  on  the  endocardial  and  2.8  mV 
on  the  epicardial  electrode,  but 
when  the  negative  pole  of  the  pacing 
system  analyzer  was  connected  to 
the  apical  lead  of  the  endocardial 
electrode  and  the  positive  pole  at- 
tached to  the  epicardial  electrode, 
the  measured  threshold  remained 
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consistently  0.8 — 1.1  through  a  15- 
minute  observation  period.  The 
electrode  leads  were  then  con- 
nected permanently  the  same  way 
to  the  pulse  generator  already  in  the 
subpectoral  position." 

The  patient  has  been  followed 
closely  since  then  both  clinically 
and  through  a  twice-a-week  tele- 
phone monitoring  system.  He  has 
remained  symptomless  and  main- 
tains consistently  not  less  than  a 
72/minute  demand-regulated  heart 


rate. 
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Intraocular  Lens  Implantation  With 
Extracapsular  Cataract  Extraction 

Charles  W.  Tillett,  M.D.,  and  Grace  M.  Tillett,  M.D. 


ABSTRACT  Intraocular  lens  im- 
plantation following  extracapsular 
cataract  extraction  has  been  carried 
out  in  25  patients.  Twenty-four 
achieved  20/50  vision  or  better. 
Complications  included  macular 
edema  in  one  patient  who  eventually 
achieved  20/50  vision.  Some  patients 
had  striate  keratopathy  which 
cleared  without  incident.  Posterior 
capsulotomy  was  done  in  three  pa- 
tients when  haziness  developed.  Late 
low-grade  iritis  cleared  rapidly  when 
topical  steroid  was  given.  Implanta- 
tion should  be  considered  for  patients 
with  advanced  cataracts  in  one  eye 
and  little  change  in  the  other  and  for 
those  w  ho  cannot  manage  or  tolerate 
contact  lenses.  It  may  also  be  pre- 
ferred when  occupation  precludes 
contact  lenses  and  for  some  children 
with  traumatic  cataract.  Patient  ac- 
ceptance has  been  excellent  and  ad- 
justment rapid.  Although  long-term 
effects  are  not  yet  well-defined,  many 
patients  have  gotten  along  well  for 
years. 

THE  pioneering  work  of  Bink- 
horst'  -  in  Holland  beginning  in 
the  late  1950s  has  shown  the  value 
and  relative  safety  of  intraocular 
lens  implantation  in  a  series  of  more 
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than  1 ,500  patients.  Choyce'  in  Eng- 
land. Worsf  in  Holland  and 
Fyodorov^  in  Russia  have  also  re- 
ported successful  results  with  lens 
implants,  each  with  a  series  of 
more  than  1.000  patients.  One  of 
Choyce' s  patients  has  enjoyed  good 
vision  with  an  implant  for  20  years. 
Jaffe*^  and  Hirschman'  in  this  coun- 
try have  reported  large  series  of  pa- 
tients with  encouraging  results,  and 
there  has  been  increasing  accep- 
tance of  this  method  by  American 
ophthalmologists.*  Yudell  and 
Greenman  were  the  first  in  North 
Carolina  to  perform  implantation  of 
a  Copeland  intraocular  lens.*  and 
their  success  has  encouraged  others 
in  this  area  to  follow  (personal 
communication).  This  report  sum- 
marizes the  authors"  experiences 
with  intraocular  lens  implantation 
following  cataract  extraction  in  a 
series  of  25  consecutive  cases. 

Because  of  the  vast  experience  of 
Binkhorst  and  his  preference  for  ex- 
tracapsular cataract  extraction,  we 
have  used  this  technique  in  most 
cases.  In  extracapsular  extraction 
the  posterior  capsule  of  the  lens  is 
left  intact.  This  gives  added  support 
to  the  lens  implant,  and  there  is  evi- 
dence that  an  intact  posterior  cap- 
sule diminishes  the  incidence  of 
retinal  and  macular  disturbances 
which  can  occur  after  any  type  of 
cataract  removal. 

We  have  used  the  Medallion"  cir- 
cular loop  lens  implant  (Figs.  1-3) 
with  titanium  clip  (Medical  Work- 
shop**) and  in  a  few  cases  have 


used  the  Copeland  iris  plane  lens 
(Figs.  4). 

Technique 

The  main  steps  in  the  operation 
are  shown  in  Figs.  5-9.  The  anterior 
capsule  of  the  lens  is  split.  The  nu- 
cleus of  the  cataract  is  expressed 
and  delivered.  Remaining  lens  cor- 
tex is  aspirated.  The  posterior  cap- 
sule is  scraped  and  polished  until 
clear.  The  lens  implant  is  then  in- 
serted. 

Results 

Results  are  shown  in  Table  \.  One 
patient  achieved  very  little  im- 
provement due  to  the  presence  of  a 
marked  macular  scar  which  could 
not  be  seen  before  the  operation  be- 
cause of  the  dense  cataract.  All 
other  patients  (969'c)  achieved  20/50 
vision  or  better.  Twenty  patients 
(80%)  achieved  20/30  or  better. 

Patient  Selection 

In  the  rapidly  changing  field  of 
lens  implantation,  there  are  few 


Fig.  1.  Sketch  of  Medallion'  circular  loop  lens. 
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Fig.  2   Medallion"  circular  loop  lens. 


Fig.  6.  The  nucleus  of  the  cataract  is  expressed  with  pressure  below  and  then  delivered  with  a  wire 
loop. 


Fig.  3.  Circular  loop  lens  in  place. 


Fig.  7.  Remaining  lens  cortex  is  aspirated  with  the  Cavitron  irrigation-aspiration  tip. 


Fig.  8.  The  posterior  capsule  is  polished  until 
clear  with  the  Kratz  sand-blasted  cannula. 


Fig.  9.  The  lens  implant  is  inserted  and  the 
posterior  titanium  loop  is  attached  to  the  an- 
terior flxation  clip  through  an  iridotomy  at  12 
o'clock. 


Fig.  4.  Copeland  iris  plane  lens. 


%i''  4^ 


Fig.  5.  After  limbal  incision  is  made,  the  an- 
terior capsule  is  split  in  "Christmas  tree"  pat- 
tern with  irrigating  cystotome. 


TABLE  1 

Visual  Results 

Vision 

Vision 

Age 

before 
surgery 

after 
surgery 

Comment 

87 

2/200 

3/200 

Severe  macular  scar,  not  known 
pre-op  due  to  dense  cataract 

80 

20/200 

20/50 

Atrophic  macula 

66 

Light  perception 

20/50 

Atrophic  macula 

79 

Counts  f 

ngers 

20/50 

Macular  edema 

82 

6/200 

20/40 

84 

20/400 

20/30 

82 

3/200 

20/30 

79 

Light  perception 

20/30 

65 

4/200 

20/30 

73 

6/200 

20/30 

80 

20/70 

20/30 

83 

20/400 

20/30 

68 

20/200 

20/30 

71 

20/400 

20/30 

64 

20/200 

20/30 

85 

Light  pe 

ception 

20/25 

69 

20/80 

20/25 

57 

5/200 

20/25 

67 

20/100 

20/25 

70 

20/100 

20/25 

66 

Hand  movements 

20/25 

76 

5 '200 

20/20 

75 

5,200 

20/20 

69 

3  200 

20/20 

80 

20200 

20/20 
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fixed  rules  for  patient  selection.  In 
general,  the  ideal  candidate  is  one 
who  has  an  advanced  cataract  in 
one  eye  with  little  or  no  cataract  in 
the  other  eye.  and  who  is  not  likely 
to  be  able  to  wear  a  contact  lens 
after  operation.  The  removal  of  a 
cataract  from  one  eye  produces 
monocular  aphakia.  When  cataract 
glasses  (which  cause  30%  image  en- 
largement) are  worn  on  one  eye  and 
ordinary  glasses  over  the  other  eye. 
intolerable  diplopia  results.  A  con- 
tact lens  eliminates  this  problem. 
However,  its  successful  use  de- 
pends on  the  dexterity  of  the  indi- 
vidual and  the  ability  of  the  eye  to 
tolerate  the  lens  comfortably. 

Elderly  individuals  often  cannot 
manage  contact  lenses  and  are 
therefore  prime  candidates  for  lens 
implants.  Some  younger  people 
have  special  occupational  needs 
which  preclude  the  use  of  a  contact 
lens  and  thus  may  need  implants 
(e.g..  individuals  working  in  a  very 
dusty  environment).  The  possibility 
of  sudden  displacement  or  loss  of  a 
contact  lens  may  make  an  implant 
the  only  feasible  solution  for  some 
people  (airline  pilots,  for  example). 
Individuals  on  call  24  hours  a  day 
(firemen,  power  company  workers) 
may  in  some  instances  require  im- 
plants. 

The  place  of  lens  implantation  in 
infants  and  children  has  yet  to  be 
determined.  In  children  under  age 


six  a  traumatic  cataract  may  lead  to 
irreversible  suppression  amblyopia. 
Lens  implantation  has  been  used 
successfully  in  such  cases.''  In 
monocular  congenital  cataract  the 
implant  appears  to  be  well-tolerated 
but  visual  results  have  been  disap- 
pointing. 

Complications 

In  our  series  complications  re- 
lated to  surgery  have  not  been 
major.  Macular  edema  occurred  in 
one  patient,  but  vision  improved  to 
20/50  after  several  months.  Since 
this  patient  initially  could  see  only 
hand  movements,  he  has  been 
pleased  with  the  result.  Striate 
keratopathy  has  occurred  in  some 
patients  in  the  first  two  to  four 
weeks  but  has  cleared  without  inci- 
dent. Posterior  capsulotomy  was 
required  as  a  secondary  procedure 
in  three  patients  when  the  posterior 
capsule  became  hazy.  This  was  ac- 
complished uneventfully  on  an  out- 
patient basis.  Two  patients  who 
developed  low-grade  iritis  six 
months  after  surgery  cleared  readily 
on  local  steroids. 

Patient  acceptance  has  been  ex- 
cellent. In  contrast  to  the  common 
problem  of  adjusting  to  cataract 
glasses  or  the  sometimes  disturbing 
encounter  with  insertion  and  re- 
moval of  contact  lenses,  patients 
with  implants  have  adjusted  well 
from  the  start. 


The  long-term  effect  of  lens  im- 
plantation remains  to  be  deter- 
mined. Recent  studies'"  indicate 
greater  loss  of  corneal  endothelial 
cells  at  the  time  of  implantation 
surgery  than  with  other  types  of 
cataract  surgery.  However,  the  clin- 
ical results  of  Binkhorst  (since  the 
late  1950s).  Choyce  (20  years).  Jaffe 
(since  1967).  Hirschman  and  others 
indicate  that  the  lenses  are  well  tol- 
erated for  many  years. 

One  cannot  help  but  recall  Harold 
Ridley's  prophecy  shortly  after 
World  War  II:  "I  think  the  day  is 
coming  when  we  will  no  longer  say 
to  the  patient  'You  have  a  cataract, 
it  must  be  removed.'  but  rather. 
'Your  eye  needs  a  new  lens;  we  will 
insert  one'." 
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Editorials 


THE  OMEGA  SIGN 

One  of  the  rites  of  spring  for  a  physician  is  the 
payment  of  privilege  license  tax,  a  ceremony  in  which 
he  is  joined  by  many  others  as  indicated  in  Form  B-209 
(rev  3-75)  of  the  Department  of  Revenue  of  the  State  of 
North  Carolina.  We  share  with  architects,  attorneys, 
chiropodists,  chiropractors,  private  detectives,  den- 
tists, engineers,  junk  dealers  in  towns  of  less  than 
2,500  population,  landscape  architects,  motorcycle 
dealers  in  towns  of  10,000  and  less  than  20,000  people, 
naturopaths,  osteopaths,  optometrists  and  veterinar- 
ians the  privilege  of  paying  $25  annually  to  follow 
our  profession.  At  $200  annually  are  our  colleagues 
in  prognostication:  fortune-tellers,  palmists  and 
phrenologists.  If  fortune-tellers  are  gypsies  and  elect 
to  trade  in  mules  and  horses,  they  have  to  pay  $500  per 
county  per  year,  certainly  some  sort  of  discrimination 
against  palmistry  and  horse  trading  in  this  era  of 
OPEC,  mechanized  farming  and  bisexual  baseball. 

In  its  now  annual  rush  for  adjournment ,  it  does  seem 
that  our  state  legislature  could  do  something  about 
such  inequities.  Perhaps  chiropractors  should  have 
their  privilege  tax  increased  since  they  can  now  re- 
ceive payment  under  Medicare  for  correction  of 
demonstrable  subluxation  of  the  spine  without  appar- 
ently having  to  participate  in  PSROs,  certainly  a 
double  standard  as  recently  emphasized  by  Ballen- 
tine.'  On  the  other  hand,  palmists  should  protest  be- 
cause reading  palms  and  souls  has  acquired  some  re- 
spectability in  medicine  where  it  has  been  dignified  as 
dermatoglyphics,  the  study  of  epidermal  ridges  and 
their  patterns.^  Since  ridges  are  formed  and  patterns 
defined  early  in  fetal  life,  abnormalities  might  be  ex- 
pected, caused  by  gene  mutations,  chromosomal  vari- 
ations and  other  intra-uterine  events  and,  indeed,  ab- 
normalities are  characteristically  associated  with  con- 
genital cardiac  lesions,  rubella,  mongolism,  D  trisomy 
and  18  trisomy.^  Palmistry  or  chiromancy  has  ancient 
and  honorable  antecedents,  its  practitioners  occupy- 
ing relatively  high  station  when  hepatoscopy  or  divin- 
ing from  the  liverof  asacrifical  beast;  uroscopy,  peer- 
ing prognostically  and  diagnostically  at  urine  held  in 
the  light,  and,  particularly,  astrology  provided  suffici- 
ent substructure  for  an  elaborate  cosmology. 

How  subluxations  of  chiropractic  can  be  incorpo- 
rated into  our  modem  scientific  system  of  health 
maintenance  is  less  than  clear.  Since  Medicare  now 
permits  payments  for  services  rendered  "to  correct  a 
subluxation  demonstrated  by  x-ray  to  exist,"  x-ray 
criteria  might  be  established  much  as  the  significance 


of  palmar  creases  was  defined  in  medieval  times.  If 
furrowed  brows  are  symptomatic  of  perplexity,  the 
congressional  action  authorizing  Medicare  payments 
for  chiropractic  services  and  the  $50,000  a  year  re- 
quired for  a  gypsy  to  be  a  practicing  fortune-teller  and 
horse  and  mule  trader  in  all  the  counties  of  North 
Carolina  should  make  metoposcopists  of  us  all.  For 
metoposcopy  is  observation  of  the  forehead  especially 
to  define  the  past  and  realize  the  future,  a  popular 
medieval  practice  when  elaborate  maps  of  the  brow 
showed  where  lay  the  spheres  of  influence  of  the 
planets.^  Fortunately,  pursuing  metoposcopy  is  not  a 
privilege  in  North  Carolina  and  can  be  indulged  in  by 
the  common  man  without  fear  of  breaking  the  law.  For 
beginners,  recognition  of  the  Omega  sign  is  advised. 
This  common  finding,  which  appears  not  to  have  been 
described  by  the  ancients,  is  characterized  by  intense 
vertical  furrowing  between  the  eyebrows  so  that  a 
person  with  a  positive  sign  appears  to  be  carrying  the 
woes  of  the  world  there.  Perhaps  such  burdens  were 
easier  to  bear  when  destinies  were  in  the  hands  of  the 
planets  and  not  of  legislatures. 

J.H.F 
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EPONYMS  AND  ENDOCARDITIS 

There  is  an  exuberance  about  19th  Century 
medicine  which  has  been  lost  in  the  increasingly  com- 
plex, even  abstruse,  studies  coming  at  such  a  runaway 
rate  in  this  century.  Before  the  frontier  of  medicine 
moved  from  the  bedside  to  the  laboratory,  from 
graphic  descriptions  of  sickness  to  impersonal  compu- 
ter printouts,  there  seemed  to  be  more  excitement  in 
discovery  and  perhaps  even  a  greater  desire  for  fame. 
Certainly  a  host  of  clinical  signs  were  observed  and 
recorded  and  the  writer  with  the  greatest  audience  was 
often  rewarded  by  having  his  name  attached  to  the 
sign  that  he  might  have  been  the  first  to  describe.  Look 
at  a  medical  dictionary  and  count  the  eponymic  signs 
of  thyrotoxicosis  and  ask  whether  finding  them  might 
offer  as  much  diagnostic  confirmation  as  the  parade  of 
laboratory  procedures  we  now  order,  often  more  in 
Pavlovian  than  ifi  perspicacious  mood. 

One  of  the  most  enlightening  stories  of  disease  is 
that  of  the  recognition  and  appreciation  of  what  bacte- 
rial endocarditis  is  and  what  it  does,  a  story  with 
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When  Griseofulvin  is  Indicated 


TIME  A  CRURIS 


*Also  Tinea  barbae  and  Tinea  corporis  when  caused  by  (ungi  fron 
lera  known  to  be  sensitive  to  griseofulvin. 


TINEA  CAPITIS 


rw-PCG   ^ 

(griseofulvin  ultramicroliz^ 
I  Tablets  125  mg 

offers  effective  therapy 
i    with  1/2  the  dose: 


Can  be  taken  on  an  empty  stomach 

•  Absorption  nearly  complete  without 
fatty  meals 

Reduced  cost  for  patients 

•  Once-a-day  or  b.i.d.  dosage 

t250  mg  of  Gris-PEG*  provides  plasma  levels    - 
equivalent  to  tfiose  obtained  witti  500  mg      ^ 
microsize  griseofutvin.  This  improved  jM 

absorption  permits  the  oral  intake  of 
half  as  much  griseofulvin  but  there 
is  no.  evidence,  at  this  time,  that 
this  confers  any  significant 
clinical  difference  in  regard 
to  safety  or  efficacy. 
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iilz-PCC 

riseofulvin 

tramicrosize)  Tablets 
^5  mg 

le  V2  dose  griseofulvin. 


THE  PLASMA  LEVELS  OF  GriskPEG 
AND  MICROSIZE  GRISEOFULVIN  COMPARED 


SINGLE  DOSE  STUDY 

r^  slaliblically  signilicf 


<g  Oi^lPtQ  (gnatofultir.  1 


HOURS 

Based  on  a  single  dose  double-blind  bioavailabil- 
ity Study  conducted  in  24  human  volunteers  com- 
paring the  average  griseofulvin  (microsize)  and 
Gris-PEG  plasma  levels.  There  is  no  significant 
difference  between  peak  plasma  levels,  times  to 
peak,  and  areas  under  the  curve.  Gas  chromato- 
graphic assay. 


THE  PLASMA  LEVELS  OF  Orls-PEG 
AND  MICROSIZE  GRISEOFULVIN  COMPARED 


MULTIPLE  DOSE  STUDY 


250  mg  Ghj.PtG  (gr.s 
a  >  125  mg  ldb>cUlb 
500  mg  qniFatulvin  (ft 


HOURS 

Based  on  a  double-blind  multiple  dose  steady 
state  crossover  bioavailability  study  conducted  in 
17  human  volunteers  comparing  the  average 
griseofulvin  (microsize)  and  Gris-PEG  plasma 
levels  obtained  on  days  9,  1 1  and  13.  There  is  no 
significant  difference  between  times  to  peak,  peak 
plasma  levels,  and  areas  under  the  curve.  Gas 
chromatographic  assay. 


SCRIPTION 

iseotulvin  15  an  andbiolic  derived  Irom  a 

acies  of  Penicillium 

ts-PEG  IS  an  ultramicrocrystallme  solid- 

ite   dispersion   of   gnseotulvin   m   poly- 

lylene  glycol  6000 

is-PEG   tablets  differ  from  griseofulvin 

icrosize)  tablets  USP  in  that  each  tablet 

ntains  125  mg  of  ultramicrosize  griseo- 

vin  biologically  equivalent  to  250  mg  of 

crosize  griseofulvin 

HON 

crobiology  Griseofulvin  is  fungistatic 
!h  in  vitro  activity  against  various  spe- 
!S  of  Microsporum.  Epidermophyton  and 
chophyton  It  has  no  effect  on  bacteria 
other  genera  of  fungi 
man  Pharmacology  The  peak  plasma 
el  found  in  fasting  adults  given  0  25  g  of 
IS-PEG  occurs  at  about  tour  hours  and 
iges  between  0  37  to  1  6  mcg/ml 
mparabie  studies  with  microsize  gnseo- 
vin  indicated  that  the  peak  plasma  level 
jnd  in  tasting  adults  given  0  5  g  occurs 
about  four  hours  and  ranges  between 
'4  to  1  2  mcg/ml 

us  the  efficiency  of  gastrointestinal  ab- 
rption  of  the  ultramicrocrystalline  for- 
jlation  of  Gris-PEG  is  approximately 
ice  that  of  conventional  microsized 
seotulvin  This  factor  permits  the  oral 
ake  of  half  as  much  griseofulvin  per  tab- 
but  there  IS  no  evidence,  at  this  time. 
It  this  confers  any  significant  clinical 
ferences  m  regard  to  safety  and  efficacy 
iseofuivin  is  deposited  in  the  keratin  pre- 
rsor  cells  and  has  a  greater  affinity  for 
ieased  tissue  The  drug  is  tightly  bound 
the  new  keratin  which  becomes  highly 
iistant  to  fungal  invasions 
LIGATIONS 

IS-PEG  (griseofulvin  ultramicrosize)  is 
Jicaled  (or  the  treatment  of  the  following 
gworm  infections 

lea  corporis  (ringworm  of  the  body) 
jea  pedis  (athlete's  foot) 
lea  cruris  (ringworm  of  the  thigh) 
lea  barbae  (barber  s  itch) 
lea  capitis  (ringworm  of  the  scalp) 
tea  unguium  (onychomycosis,  ringworm 
the  nails) 

len  caused  by  one  or  more  o(  the  follow- 
}  genera  of  fungi 
chophyton  rubrum 
chophyton  tonsurans 
chophyton  mentagrophytes 
chophyton  interdigifalis 
chophyton  verrucosum 
chophyton  megnini 
chophyton  gallinae 
chophyton  crateniorm 
chophyton  sulphureum 
chophyton  schoenleini 
crosporum  audouini 
crosporum  cams 
crosporum  gypseum 
iidermophyton  floccosum 


NOTE  Prior  to  therapy,  the  type  of  fungi 
responsible  for  the  infection  should  be 
identified 

The  use  of  the  drug  is  not  justified  in  minor 
or  trivial  infections  which  will  respond  to 
topical  agents  alone 

Griseofulvin  is  not  effective  in  the  follow- 
ing 

Bacterial  infections 
Candidiasis  (Moniliasis) 
Histoplasmosis 
Actinomycosis 
Sporotrichosis 
Chromoblastomycosis 
Coccidioidomycosis 
North  American  Blastomycosis 
Cryptococcosis  (Torulosis) 
Tinea  versicolor 
Nocardiosis 
CONTRAINDICATIONS 

This   drug    is  contramdicaled   in   patients 
with  porphyria,  hepatocellular  failure,  and 
in  individuals  with  a  history  of  sensitivity  to 
griseofulvin 
WARNINGS 

Prophylactic  Usage  Safety  and  Efficacy  of 
Griseofulvin  for  Prophylaxis  of  Fungal  In- 
fections Has  Not  Been  Established 
Animal  Toxicology  Chronic  feeding  of 
griseofulvin,  at  levels  ranging  from  0  5- 
2  5°o  of  the  diet,  resulted  in  the  develop- 
ment ot  liver  tumors  in  several  strains  of 
mice,  particularly  in  males  Smaller  par- 
ticle sizes  result  in  an  enhanced  effect 
Lower  oral  dosage  levels  have  not  been 
tested  Subcutaneous  administration  of 
relatively  small  doses  of  griseofulvin,  once 
a  week,  during  the  first  three  weeks  of  life 
has  also  been  reported  to  induce  hepato- 
mata  in  mice  Although  studies  in  other 
animal  species  have  not  yielded  evidence 
of  tumor  igenicity,  these  studies  were  not 
of  adequate  design  to  form  a  basis  for  con- 
clusions in  this  regard 
In  subacute  toxicity  studies,  orally  admi/i- 
istered  griseofulvin  produced  hepatocellu- 
lar necrosis  m  mice,  but  this  has  not  been 
seen  in  other  species  Disturbances  in 
porphyrin  metabolism  have  been  reported 
in  griseofulvin  treated  laboratory  animals 
Griseofulvin  has  been  reported  to  have  a 
colchicme-hke  effect  on  mitosis  and  cocar- 
cinogenicity  with  methylcholanthrene  in 
cutaneous  tumor  induction  in  laboratory 
animals 

Usage  In  Pregnancy  The  safety  of  this  drug 
during  pregnancy  has  not  been  estab- 
lished 

Animal  Reproduction  Studies  It  has  been 
reported  in  the  literature  that  griseofulvin 
was  found  to  be  embryotoxic  and  terato- 
genic on  oral  administration  to  pregnant 
rats  Pups  with  abnormalities  have  been 
reported  in  the  litters  of  a  few  bitches 
treated  with  griseofulvin  Additional  ani- 
mal reproduction  studies  are  m  progress. 


Suppression  of  spermatogenesis  has  been 
reported  to  occur  in  rats,  but  investigation 
in  man  failed  to  confirm  this 
PRECAUTIONS 

Patients  on  prolonged  therapy  with  any 
potent  medication  should  be  under  close 
observation  Periodic  monitoring  of  organ 
system  function,  including  renal,  hepatic 
and  hematopoietic,  should  be  done 
Since  griseofulvin  is  derived  from  species 
of  Penicillium.  the  possibility  of  cross 
sensitivity  with  penicillin  exists,  however 
known  pemcillin-sensitive  patients  have 
been  treated  without  difficulty 
Since  a  photosensitivity  reaction  is  occa- 
sionally associated  with  griseofulvin  ther- 
apy, patients  should  be  warned  to  avoid 
exposure  to  intense  natural  or  artificial 
sunlight  Should  a  photosensitivity  reac- 
tion occur,  lupus  erythematosus  may  be 
aggravated 

Griseofulvin  decreases  the  activity  of  war- 
farin-type  anticoagulants  so  that  patients 
receiving  these  drugs  concomitantly  may 
require  dosage  adjustment  of  the  anti- 
coagulant during  and  after  griseofulvin 
therapy 

Barbiturates   usually  depress  griseofulvin 
activity    and    concomitant   administration 
may  require  a  dosage  adjustment  of  the 
antifungal  agent 
ADVERSE  REACTIONS 

When  adverse  reactions  occur,  they  are 
most  commonly  of  the  hypersensitivity 
type  such  as  skin  rashes,  urticaria,  and 
rarely,  angioneurotic  edema,  and  may 
necessitate  withdrawal  of  therapy  and  ap- 
propriate countermeasures  Paresthesias 
of  the  hands  and  feet  have  been  reported 
rarely  after  extended  therapy  Other  side 
effects  reported  occasionally  are  oral 
thrush,  nausea,  vomiting,  epigastric  dis- 
tress, diarrhea,  headache,  fatigue,  dizzi- 
ness, insomnia,  mental  confusion  and 
impairment  of  performance  of  routine 
activities 

Proteinuria  and  leukopenia  have  been  re- 
ported rarely  Administration  ot  the  drug 
should  be  discontinued  if  granulocyto- 
penia occurs. 

When  rare  serious  reactions  occur  with 
griseofulvin.  they  are  usually  associated 
with  high  dosages,  long  periods  of  therapy, 
or  both 

DOSAGE  AND  ADMINISTRATION 
Accurate  diagnosis  of  the  infecting  organ- 
ism IS  essential  Identification  should  be 
made  either  by  direct  microscopic  exam- 
ination of  a  mounting  of  infected  tissue  in 
a  solution  of  potassium  hydroxide  or  by 
culture  on  an  appropriate  medium 
fvledication  must  be  continued  until  the  in- 
fecting organism  is  completely  eradicated 
as  indicated  by  appropriate  clinical  or  lab- 
oratory examination  Representative  treat- 
ment   periods    are-finea   capitis.   4   to   6 


weeks,  tinea  corporis.  2  to  4  weeks,  tinea 
pedis.  4  to  8  weeks,  tinea  unguium  — 
depending  on  rate  of  growth  -  fingernails, 
at  least  4  months,  toenails,  at  least  6  months 
General  measures  in  regard  lo  hygiene 
should  be  observed  to  control  sources  ot 
infection  or  reinfection  Concomitant  use 
of  appropriate  topical  agents  is  usually 
required  particularly  in  treatment  of  tinea 
pedis  In  some  forms  of  athlete's  foot. 
yeasts  and  bacteria  may  be  involved  as 
well  as  fungi  Griseofulvin  w'lll  not  eradi- 
cate the  bacterial  or  monilial  infection 
An  oral  dose  ot  250  mg  ot  Gris-PEG 
(griseofulvin  ultramicrosize)  is  biologi- 
cally equivalent  lo  500  mg  ot  griseofulvin 
(microsized).  USP  (see  ACTION  Human 
Pharmacology). 

Adults  A  daily  dose  of  250  mg  will  give  a 
satisfactory  response  in  most  patients  with 
finea  corporis,  tinea  cruris  and  tinea  capi- 
tis One  1 25  mg  tablet  twice  per  day  or  two 
125  mg  tablets  once  per  day  is  the  usual 
dosage  For  those  fungal  infections  more 
difficult  to  eradicate  such  as  fmea  pedis 
and  finea  unguium,  a  divided  daily  dose  of 
500  mg  is  recommended  In  all  cases,  the 
dosage  should  be  individualized 
Children  Approximately  5  mg  per  kilogram 
(2  5  mg  per  pound)  of  body  weight  per  day 
IS  an  effective  dose  for  most  children  On 
this  basis,  the  following  dosage  schedule 
for  children  is  suggested 
Children  weighing  over  25  kilograms  (ap- 
proximately 50  pounds)-125  mg  to  250 
mg  daily 

Children  weighing  15-25  kilograms  (ap- 
proximately 30-50  pounds)-62,5  mg  to 
125  mg  daily 

Children  2  years  of  age  and  younger- dos- 
age has  not  been  established 
Dosage  should  be  individualized,  as  is 
done  for  adults  Clinical  experience  with 
griseofulvin  in  children  with  tinea  capitis 
indicates  that  a  single  daily  dose  is  effec- 
tive Clinical  relapse  will  occur  it  the  medi- 
cation IS  not  continued  until  the  infecting 
organism  is  eradicated 
HOW  SUPPLIED 

Gris-PEG  (griseofulvin  ultramicrosize) 
Tablets  (white)  differ  from  griseofulvin 
(microsize)  tablets  (USP)  m  that  each  tab- 
let contains  125  mg  of  ultramicrosize 
griseofulvin  biologically  equivalent  to  250 
mg  of  microsized  griseofulvin  Two  125 
mg  tablets  of  Gris-PEG  are  biologically 
equivalent  to  500  mg  of  microsized  griseo- 
fulvin In  bottles  of  100  and  500  scored, 
film-coated  tablets 
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chapters  yet  to  be  written.  Before  antibiotics,  the 
course  of  the  subacute  variety  was  one  of  creeping 
doom,  affording  the  clinician  an  unfortunate  oppor- 
tunity to  observe  all  manner  of  peripheral  manifesta- 
tions of  diseases  and  to  write  about  them.  So  we  still 
look  for  Roth's  spots.  Osier's  nodes,  Janeway  lesions 
—  often  not  knowing  what  we  are  seeking,  what  they 
mean  and  how  they  come  about. 

Playing  the  eponymic  game  though  is  part  of  the 
indoor  sport  that  medicine  at  its  best  can  be  —  when  it 
is  informed  by  the  need  to  know,  to  teach  and  to  care 
for  the  patient  with  utmost  compassion.  Occasionally 
competent  clinicians  used  to  compete  before  eager 
audiences,  trying  to  top  each  other  in  displaying  their 
eponymic  lore.  To  the  critical,  this  might  be  called 
showing  off  and  at  times  a  poor  patient  must  have  felt 
that  he  or  she  was  being  made  fun  of.  When  these 
elements  are  not  present,  the  knowledge  of  signs  is 
still  helpful  in  diagnosis,  in  prognosis  and  in  under- 
standing the  natural  history  of  disease. 

For  those  who  have  spent  wakeful  nights  wondering 
about  Osier's  nodes  and  Janeway  lesions,  some 
clarification  has  recently  been  offered.  '-  Osier  ob- 
served "ephemeral  spots  of  a  painful  nodular 
erythema,  chiefly  in  the  skin  of  the  hands  and  feet"  in 
bacterial  endocarditis  while  Janeway  described  non- 
tender  lesions  most  commonly  on  the  soles  of  the  feet 
which  were  often  transient.  Biopsy  of  these  lesions 


might  display  changes  of  vasculitis,  at  times  necrotiz- 
ing, or  be  revealed  as  microabscesses.  Alpert  and  his 
colleagues'  have  recently  reported  four  patients  with 
Osier  nodes  which  when  aspirated  yielded  pathogenic 
organisms  although  cultures  and  smears  heretofore 
have  usually  been  sterile.  Farrior  and  Silverman-  ob- 
served both  lesions  in  a  patient  with  infective  en- 
docarditis and  considered  pain  the  discriminating  de- 
scriptive feature. 

We  are  still  left  without  an  adequate  explanation  for 
these  findings,  not  surprising  because  they  are  super- 
ficial manifestations  of  an  underlying  process  which 
will  be  modified  by  variations  in  host  resistance  and 
modulated  by  the  therapeutic  behavior  of  the  physi- 
cian. A  few  decades  ago  it  was  taught  that  hematuria 
was  the  result  of  focal  embolic  glomerulonephritis  but 
that  was  before  the  percutaneous  renal  biopsy.  Now 
we  know  that  renal  failure  in  endocarditis  results  from 
a  diffuse,  immunologically  mediated  lesion  which 
permits  hematuria  and  that  renal  embolization  is  sel- 
dom recognized  at  the  bedside.  Hematuria  is  simply  a 
clue  just  as  the  skin  lesions  are  clues.  The  danger  lies 
in  describing  what  we  can't  see  or  measure. 

J.H.F. 
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TEGA-SPAN  (CAPELLETS) 

NEW  FROM  ORTEGA 
For  more  advanced  Nicotinic  Acid  Therapy 

TEGA-SPAN  (In  Cholesterol  Control) 

For  Complete  article  refer  to  June  15,  73  issue  of  Patient  Care  (page  83-107)  or 

direct  for  reprints. 

TEGA-SPAN  is  pure  Pelletlzed  Nicotinic  Acid  . . .  not  a  new  salt  or  compound 

LONGER,  CONTINUOUS  ACTION 

•  Each  capsule  contains  400mg  of  pelletized  Nicotinic  Acid. 

•  The  pellets  disintegrate  at  different  speeds,  so  preventing  immediate  release  of 
massive  overwhelming  doses. 

•  Continuous  action  causes  some  clinicians  to  feel  they  get  better  results  with 
relatively  smaller  daily  doses. 

•  Nicotinic  Acid  action  from  a  single  capsule  last  from  8-12  hours. 
DOSAGE:  One  or  Two  Capsules  daily. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTHEAST 
AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY 

Ortega  Pharmaceutical  Co.  Inc.;  Jacksonville,  Fla.  32205 
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Bulletin  Board 


NEW  MEMBERS 

of  the  State  Society 


Adams,  Beverly  Jean  Shackelford  (STUDENT),  4209  New  Bern 
Place,  Durham  27707 

Baltimore.  Charles  Littleburg.  Jr.,  MD.  (OPH)211  N.  Market  St., 
Box  879,  Washington  27889 

Barber,  Alfred  Joseph,  MD,  (INTERN-RESIDENT)  78  Green  Tree 
Trail,  Chapel  Hill  27514 

Cosgrove,  Lauren  Elise,  (STUDENT)  31  Colonial  Arms  Apts.. 
Chapel  Hill  27514 

Croutcher,  Donald  Lewis,  MD,  (R)  602  Thornton  St.,  Box  1130, 
Clinton  28328 

Croutcher,  Virgmia  Salyer,  MD,  (AN)  602  Thornton  St.,  Box  1 130, 
Clinton  28328 

Detlefs,  Richard  Lyie  (STUDENT)  909  W.  End  Blvd..  Winston- 
Salem  27101 

Devine,  Gerard  Michard,  MD,  (IM)  803  Quail  Court,  Roanoke 
Rapids  27870 

Egan.  Donald  Francis,  MD.  (PUD  1105  Windemere  Dr.,  Wilson 
27893 

Ha,  Khie  Sem,  MD,  (GP)  229  S.  Main  St.,  Red  Springs  28377 

Holt,  Robert  Flewelling,  MD,  (FP)  409-C  Elizabeth  Gardens.  Clin- 
ton 28328 

Hutchinson.  Fortney.  Ill,  MD.  (ORS)  5303  Yardley  Terrace. 
Durham  27705 

Kanich.  Robert  E.,  MD.  (PTH)  Rex  Hospital.  Raleigh  27605 

McWhorter.  Joe  Maurice.  MD.  (NS)  3725  Fantriss  Dr..  Winston- 
Salem  27103 

Mohr.  Lawrence  Charles,  Jr.,  (STUDENT)  Route  #6,  Big  Woods 
Road,  Chapel  Hill  27514 

Rackley,  James  Wayne,  MD,  (PD)  Beechwood  Estates.  Shallow- 
ford  Road.  Lewisville  27023 

Rouse,  John  Lawrence,  III,  MD,  (FP)  204  Coharie  Dr.,  Chnton 
28328 

Simonson,  Delia  Sue,  MD,  (PD)  Renewal,  600  18th  St.,  Butner 
27509 

Simpson,  Eugene  Myers,  Jr.,  MD.  (PD)  344  Foxcroft  Dr., 
Winston-Salem  27103 

Suarez,  Jorge.  MD,  (GS)  128  Northndge  Dr..  Apt.  E,  Asheville 
28801 

Sumner.  Thomas  Edward.  MD,  (PDR)  Bowman  Gray.  Dept.  of 
Rad..  Winston-Salem  27103 

Tse.  Andre  Kon  Sang.  MD.(IM)  lOOOHendricks  Ave.  Jacksonville 
28540 

Wise.DanielEdwin,  MD,  (CD)  1350S.  Kings  Dr.,  Charlotte  28207 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note;  1.  The  Continuing  Medical  Education  Programs  at 
the  Bowman  Gray,  Duke  and  UNC  Schools  of  Medicine  and  at 
Dorothea  Dix  are  accredited  by  the  American  Medical  Association. 
Therefore  CME  programs  sponsored  or  co-sponsored  by  these 
schools  automatically  qualify  for  AMA  Category  I  credit  toward  the 
AMA's  Physician's  Recognition  Award,  and  for  North  Carolina 
Medical  Society  Category  "A"  credit.  Where  AAFP  credit  has 
been  requested  or  obtained,  this  also  is  indicated. 

2.  The  "place"  and  "Sponsor"  are  indicated  for  a  program  only 
when  these  differ  from  the  place  and  source  to  write  "for  informa- 
tion." 


PROGRAMS  IN  NORTH  CAROLINA 
June  13-15 

North  Carolina  Hospital  Association  Annual  Meeting 
Place:  Grove  Park  Inn.  Asheville 

For  Information:  Mrs.  Diane  Turner,  North  Carolina  Hospital  As- 
sociation, P.O.  Box  10937.  Raleigh  27605 

June  16-18 

24th  Annual  Mountaintop  Medical  Assembly 
Place:  Waynesville  Country  Club.  Waynesville 
Sponsor:  Haywood  County  Chapter  of  AAFP 
Fee:  $50 

Credit:  12  hours,  AAFP  approved 

For  Information:  Clinton  Border,  M.D.,  204  Depot  St.,  Waynesville 
28786 

June  16-19 

Seaboard  Medical  Association  Annual  Meeting 
Place:  Holiday  Inn.  Kill  Devil  Hills 
Credit:  AMA  Category  I;  AAFP  approval  requested 
For  Information:  Mrs.  Annette  S.   Boutwell,  P.O.   Box   10387, 
Raleigh  27605 

June  18-19 

Practical  Dermatology  for  the  Non-Dermatologist 

Place:  Center  for  Continuing  Education,  Appalachian  State  Uni- 
versity. Boone 

Sfwnsors:  Department  of  Dermatology  and  the  Office  of  Continuing 
Education,  University  of  North  Carolina  at  Chapel  Hill;  AHEC 

Credit:  7  hours;  .AAFP  approval  requested 

Fee:  $50  for  physicians;  $25  for  ph\sicians'  assistants,  pediatric 
nurse  practitioners  and  family  nurse  practitioners 

For  Information;  W.  Mitchell  Sams,  Jr.,  M.D..  Department  of 
Dermatology.  UNC  School  of  Medicine.  Chapel  Hill  27514 

June  20 

Drug  Design  —  The  State  of  the  Art 

For  Information;  Stanley  Grosshandler.  M.D..  Director  for  Con- 
tinuing Medical  Education.  Burroughs  Wellcome,  3030Comwal- 
lis  Road,  Research  Tnangle  Park  27709 

July  1-3 

7th  Annual  Sports  Medicine  Symposium 
Place:  Blockade  Runner  Motor  Hotel,  Wrightsville  Beach 
Credit:  AAFP  approval  requested 

For  Information:  Frank  C.  Wilson,  M.D.,  N.C.  Memorial  Hospital, 
Chapel  Hill  27514 

July  10-15 

Morehead  Postgraduate  Symposium 

For  Information:  M.  Henderson  Rourk,  Jr.,  M.D..  Box  3009.  Duke 
University  Medical  Center.  Durham  27710 

July  24-29 

Annual  Meeting  of  the  Southern  Obstetric  and  Gynecological 

Seminar.  Inc. 
Place:  Grove  Park  Inn.  Asheville 
Credit:  21  hours;  AAFP  approval  requested 
For  Information;  Otis  Duck.  M.D.  Drawer  F,  Mars  Hill  28754 

August  1-5 

Fifth  Annual  Beach  Workshop 

Fee:  $125 

Credit:  20  hours;  AAFP  approval  requested 

For  Information;  Emery  C.  Miller.  M.D..  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

September  9-10 

North  Carolina-Virginia  Dermatology  Association  Symposium 
Place;  Berryhill  Hall 
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For  Information:  Oscar  L.  Sapp.  III.  M.D.,  Associate  Dean  for 
Continuing  Education.  UNC  School  of  Medicine,  Chapel  Hill 

27514 

September  9-10 

Annual  Meeting  of  the  North  Carolina  Chapter  of  the  American 
Academy  of  Pediatrics  and  the  North  Carolina  Pediatric  Society 

Place:  Center  for  Continuing  Education,  Appalachian  State  Uni- 
versity. Boone 

For  Information:  Mrs.  John  McLain.  Executive  Secretary,  3209 
Rugby  Road.  Durham  27707 

September  12 

The  Chemistry  and  Biology  of  Antiviral  Drugs 

For  Information:  Stanley  Grosshandler.  M.D.,  Director  for  Con- 
tinuing Medical  Education.  Burroughs  Wellcome.  3030  Comwal- 
lis  Road.  Research  Triangle  Park  27709 

September  14-15 

22nd  Annual  Angus  M.  McBryde  Perinatal  Symposium 

Place:  Duke  University  Medical  Center 

Sponsors:  Division  of  Perinatal  Medicine.  Duke  and  North  Carolina 
Department  of  Human  Resources 

Fee:  $50 

Credit:  12  hours;  AMA  Category  I;  AAFP  Approval  requested 

For  Information:  Lillian  R.  Blackmon.  M.D..  Box  3936.  Duke  Uni- 
versity Medical  Center.  Durham  27710 

September  16-17 

7th  Walter  L.  Thomas  Symposium  on  Gynecological  Malignancy 
and  Surgery 

Place:  Duke  University  Medical  Center 

Sponsor:  Duke  University  Medical  Center.  Department  of  Obste- 
trics and  Gynecologv 

Fee:  $100 

Credit:  12  hours;  AMA  Category  I;  AAFP  approval  requested 

For  Information:  William  T.  Creasman.  M.D..  Box  3079.  Duke 
University  Medical  Center.  Durham  27710 

September  21-25 

North  Carolina  Medical  Society  Annual  Committee  Conclave 

Place:  Mid-Pines  Club,  Southern  Pines 

Regular  meetings  will  be  scheduled  for  the  chairman  and 
members  of  almost  all  regular  Committees  of  the  Medical  Soci- 
ety; committee  members  should  plan  to  be  present. 

For  Information:  Mr.  William  N.  Milliard.  Executive  Director. 
North  Carolina  Medical  Society.  P.O.  Box  27167,  Raleigh  2761 1 

September  22-25 
1977  Duke  University  Invitational  Assembly  for  Advanced  Urology 
Place:  Pinehurst  Hotel  and  Country  Club 
Credit:  18  hours 

For  Information:  Virginia  Jordan,  Assembly  Secretary,  Box  3343, 
Duke  University  Medical  Center,  Durham  27710 

September  24-25 
Practical  Dermatology  for  the  Non-Dermatologist 
Place:  Blockade  Runner,  Wrightsville  Beach 
Sponsors:  Department  of  Dermatology  and  the  Office  of  Continuing 

Education,  University  of  North  Carolina  at  Chapel  Hill;  AHEC 
Credit:  7  hours;  AAFP  approval  requested 
For  Information:  W.  Mitchell  Sams,  Jr..  M.D..  Department  of 

Dermatology.  UNC  School  of  Medicine.  Chapel  Hill  27514 

October  5-6 

17th  Annual  Charlotte  Postgraduate  Seminar 

Place:  Auditorium.  Charlotte  Memorial  Hospital  and  Medical 

Center 
Credit:  12  hours;  AAFP  approved 
For  Information:  David  S.  Citron.  M.D..  P.O.  Box  2554.  Chariotte 

28234 

October  15-16 

Association  for  Practitioners  in  Infection  Control  Seminar 
Place:  Berryhill  Hall 

For  Information:  Oscar  L.  Sapp,  III,  M.D..  Associate  Dean  for 
Continuing  Education.  UNC  School  of  Medicine.  Chapel  Hill 

27514 


October  20-22 

Annual  Meeting  of  the  North  Carolina  and  South  Carolina  Societies 

of  Ophthalmology  and  Otolaryngology 
Place:  Hilton  Hotel.  Myrtle  Beach.  South  Carolina 


For  Information:  William  M.  Satterwhile.  Jr..  M.D..  1420  Plaza 
Drive.  Winston-Salem  27103 

October  20-23 

Annual  Fall  Meeting  —  North  Carolina  Society  of  Internal 
Medicine 

Place:  Cloister,  Sea  Island,  Georgia 

For  Information:  Thomas  N.  Massey.  Jr..  M.D..  217  Travis  Av- 
enue. Chariotte  28204 

November  11-12 

Cardiology  Symposium 

Place:  Berryhill  Hall 

For  Information:  Oscar  L.  Sapp.  III.  M.D..  Associate  Dean  for 

Continuing  Education.  UNC  School  of  Medicine.  Chapel  Hill 

27514 

ITEMS  OF  SPECIAL  INTEREST 

August  25-27 

Advanced  Ultrasound  of  the  Abdomen  &  Obstetrics 

Place:  Dutch  Inn.  Buena  Vista.  Florida 

Sponsors:  Postgraduate  Course  in  Medical  Sonics,  Bowman  Gray 
School  of  Medicine  and  the  Department  of  Radiology.  Orange 
Memorial  Hospital.  Orlando.  FIda. 

For  Information:  James  F.  Martin.  M.D..  Director.  Centerof  Medi- 
cal Ultrasound,  Bowman  Gray  School  of  Medicine,  Winston- 
Salem  27103 

October  24-28 

Radiology  Postgraduate  Course 

Place:  Southampton  Princess  Hotel,  Bermuda 

Sponsor:   Department  of  Radiology,   Duke  University  Medical 

Center 
Fee:  $250 

Credit:  25  hours;  AMA  Category  I 
For  Information:  Robert  McLellan,  M.D..  Radiology.  Box  3808, 

Duke  University  Medical  Center,  Durham  27710 


PROGRAMS  IN  CONTIGUOUS  STATES 
June  8-10 

4th  Annual  Symposium  on  Recent  Advances  and  Common  Prob- 
lems in  Pediatrics 

Place:  Hyatt  Regency  Hotel,  Washington,  DC. 

Sponsor:  Children's  Hospital,  National  Medical  Center  and  the 
Department  of  Child  Health  and  Development  of  George 
Washington  University  Medical  Center 

Fee:  $225 

Credit:  L'^'-i  hours;  AMA  Category  I.  AAFP  approved 

For  Information:  Children's  Hospital  National  Medical  Center. 
2125  13th  Street.  N.W..  Washington.  D.C.  20009 

June  13-15 

The  8th  Annual  Multidisciplinary  Conference  on  Health  Records 

Place:  Stouffer's  National  Center  Hotel.  Arlington.  Virginia 

Sponsor:  Association  for  Health  Records 

For  Information:  Executive  Director.  Association  for  Health  Rec- 
ords, Case  Western  Reserve  University.  School  of  Medicine. 
Cleveland.  Ohio  44106 

June  23-25 
The  Physician  As  Consultant  in  Sexual  and  Marital  Health 
Place:  Landmark  Resort  Hotel.  Myrtle  Beach.  South  Carolina 
Sponsors:  Division  of  Continuing  Education  and  Department  of 
Medical  Social  Science  &  Marital  Health.  Bowman  Gray  School 
of  Medicine 
Credit:  12  hours;  AMA  Category  1;  AAFP  approval  requested 
For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean  for  Con- 
tinuing  Education.    Bowman   Gray   School   of  Medicine. 
Winston-Salem  27103 

September  22-25 
Acute  Problems  in  Neurology 
Place:  Tides  Inn.  Irvington.  Virginia 
Sponsors:  Departments  of  Neurology  and  Continuing  Medical 

Education.  School  of  Medicine.  Medical  College  of  Virginia 
Fee:  $150 

Credit:  11  hours;  AMA  Category  I;  AAFP  approval  requested 
For  Information:  Richard  M.  Mansfield.  EdD.  Program  Director. 

Continuing  Medical  Education.   Medical  College  of  Virginia. 

Richmond,  Virginia  23298 
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October  16-18 

Cancer  Concepts  1977 

Place:  Sheraton  Inn,  Gatlinburg,  Tennessee 

For  Information:  Dr.  Harvey  Goodman,  Depanment  of  Continuing 
Medical  Education,  University  of  Tennessee  Center  for  the 
Health  Sciences,  1924  Alcoa  Highway,  Knoxville,  Tennessee 
37920 

October  17-23 

20th  Annual  Scientific  Meeting  and  Workshops  —  American  Soci- 
ety of  Clinical  Hypnosis 

Place:  Omni  International  Hotel,  Atlanta,  Georgia 

Credit:  AMA  Category  1 

For  Information:  William  F.  Hoffman,  Jr.,  Executive  Director, 
Suite  218,  2400  East  Devon  Avenue,  Des  Plaines,  Illinois  60018 


The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  "WHAT'  WHEN''  WHERE"'."  P.O.  Box 
27167,  Raleigh  2761 1,  by  the  10th  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A  "Request  for  Listing"  form  is  available 
on  request. 


AUXILIARY  TO  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 


AMA  Auxiliary's  Project  Bank 

The  American  Medical  Association  Auxiliary's 
newest  information  resource  is  the  Project  Bank.  The 
Project  Bank  is  information,  gathered  and  validated 
by  the  auxiliary  membership  of  almost  90,000  doctors' 
wives,  which  is  stored  at  the  headquarters  building  in 
Chicago.  Materials  concerning  projects  of  community 
health  service  and  education  are  available  on  request 
to  state  and  county  auxiliaries. 

Catalogs,  containing  brief  descriptions  of  every 
county,  district  and  state  project  available  from  the 
Project  Bank,  can  be  used  by  auxiliaries  as  resource 
material  or  just  for  browsing.  North  Carolina  has  ten 
such  catalogs,  in  addition  to  two  kept  by  the  state 
president  and  president-elect.  Catalogs  must  be  re- 
turned to  the  state  Project  Bank  chairman  in  the  spring 
and  fall  for  updating. 

Project  Bank  catalogs  have  been  divided  into  13 
categories  and  many  sub-categories:  Aging.  Blood 
Donor,  Children  and  Youth  Family  Life.  Fund  Rais- 
ing. Health  Careers.  Health  Education.  Safety.  Inter- 
national Health.  Mental  Health.  Screening,  etc. 

Are  there  projects  in  the  Project  Bank  which  could 
be  undertaken  by  a  single  auxiliary  member  or  a 
member-at-large? 

One  member  in  Scioto  County.  Ohio,  maintains 
telephone  contact  with  the  auxiliary 's  20  living  charter 
members. 

One  member  in  Shelby  County.  Ind.,  provided  her 
local  radio  station  with  health  statistics  and  spot  an- 
nouncements on  the  importance  of  immunization. 

One  member  in  North  Carolina  has  begun  a  teen 
club  in  h^r  basement  playroom. 

One  member  in  Pennsylvania  organized  summer 
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BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 

ANTIMINTH'-  (pyrantel  pamoate) 
ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  veimicularis  (pinworm)  and  As- 
cans  lumbncoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antimmth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0.13  yag/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  m  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions:  Minor  transient  elevations  of 
SGOT  have  occurred  m  a  small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skjn  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antimmth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1  mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5  mg/lb.);  maximum  total 
dose  1  gram.  This  corresponds  to  a  simplified 
dosage  regimen  of  1  ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful=5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a  pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™of  5  ml  in  pack- 
ages of  12. 

More  detailed  professional  information 
available  on  request. 


ROGRIG  <0 

A  division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 
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THERE  ARE  A 

LOT  OP  PEOPLE 

GETTING  BETWEEN 

YOU  AND  YOUR 

PATIENT 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  olisetting  benefits.  Consider  three  examples: 

Drug  substitution  in  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a  dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a  product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a  background  ol  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent,  since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  tact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
"follow-on"  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a  risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  tor  substitution  is  reduced 
prescription  prices  tor  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a  Federal  regulation  designed  to  cut  the  Government's 
drug  bill  by  setting  price  ceilings  tor  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a  particular  iiroduct  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent. 


generally-available  product.  The  etfect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag    The  future  of  drug  and  device  re- 
search depends  upon  a  scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  S 1  billion  of  its  own  funds  and  evaluating 
more  than  1 ,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a  major  barrier  to  the  flow  of  new 
drugs  to  your  patients:  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That's  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  W-'ashington. 

It  could  make  a  difference  in  your  practice  tomorrow. 


P-M'A 


Pharmaceutical  Manufacturers  Association 

1155  Fifteenth  Street,  N.W,  W^ashington,  D.C  20005 


work  for  youngsters  interested  in  healtli  careers. 

And,  suppose  there  are  only  two  or  three  auxiliary 
members? 

Two  auxiliary  members  in  Lexington.  Ky..  have 
spoken  to  700  people  on  child  abuse  and  have  helped 
found  a  Parents  Anonymous  chapter. 

Three  members  in  Zumbro.  Minn.,  promoted  the 
adoption  of  #91 1  for  all  emergency  calls. 

Two  members  in  Georgia  found  that  child  safety  and 
self-defense  for  women  required  emphasis.  A  highway 
safety  program  (including  bicycle  and  school  safety) 
and  a  personal  safety  program  (including  safety  on  the 
streets,  self-defense  and  Halloween  safety)  have  used 
all  media  to  reach  the  community. 

And,  for  the  large  auxiliary?  Over  150  to  200  mem- 
bers in  Sebastian  County.  Ark.,  have  undertaken 
"Project  Compassion"  —  a  one-to-one  visitation  of 
those  in  the  12  area  nursing  homes  who  are  without 
friends  or  relatives.  Each  patient  is  visited  at  least 
once  a  week. 

North  Carolina  projects  included  in  the  Project 
Bank  include  Gaston  County  —  Learning  Disabilities 
and  Child  Abuse:  Guilford-High  Point's  Rummage 
Sale;  Lenoir-Greene's  Health  Careers  Fair.  Health 
Careers'  Club  Workshop  and  Breast  Self-Examina- 
tion  Education;  Moore's  Hearing  Screening  program 
for  second  grade  children;  Halifax-Northampton's 
Gems;  and.  Guilford-Greensboro  and  Pitt's  Health 
Fairs. 

The  Project  Bank  and  other  resources  are  also 
available  to  outside  agencies  interested  in  implement- 
ing health  related  programs.  Any  questions  about  the 
Project  Bank  can  be  sent  to  the  1977-78  chairman, 
Mrs.  Harold  D.  Schutte  (Margie).  Route  5.  Box  195, 
Asheville.  N.C.  28803,  or.  to  the  Project  Bank.  AMA 
Auxiliary.  535  North  Dearborn  Street,  Chicago,  111. 
60610. 


Announcement  of  the  professorship  took  place  at 
the  first  annual  Frank  R.  Lock  Symposium  on  obstet- 
rics and  gynecology  at  Bowman  Gray.  Dr.  Roy  T. 
Parker,  professor  and  chairman  of  the  Department  of 
Obstetrics  and  Gynecology  at  Duke  University 
School  of  Medicine,  presented  the  first  Frank  R.  Lock 
lecture. 

Dr.  Lock  joined  the  Bowman  Gray  faculty  in  1941 
and  served  as  chairman  of  the  Department  of  Obstet- 
rics and  Gynecology  for  25  years.  His  work  in  the 
1940s  in  developing  basic  information  on  maternal 
mortality  in  North  Carolina  has  been  credited  as  a 
major  factor  in  the  reduction  over  many  years  of  the 
deaths  of  mothers  during  childbirth. 


The  Bowman  Gray  School  of  Medicine  has  received 
an  $88,000  grant  from  the  federal  government's  Ad- 
ministration on  Aging,  to  conduct  research  in 
Winston-Salem  on  the  attitudes  people  have  regarding 
elderly  relatives  living  with  their  families. 

Dr.  Marvin  B.  Sussman,  professor  and  chairman  of 
the  Department  of  Medical  Social  Science  and  Marital 
Health,  will  head  the  study.  Previously,  he  conducted 
a  similar  study  in  Cleveland,  Ohio.  In  Winston-Salem, 
Sussman  and  his  colleagues  will  pay  particular  atten- 
tion to  the  attitudes  toward  having  an  elderly  relative 
with  a  chronic  illness  in  the  family. 

His  Cleveland  study  showed  that  more  than  80  per 
cent  of  the  people  interviewed  were  willing  to  have  an 
elderly  relative  in  the  family  under  some  cir- 
cumstances. He  also  found  that  the  most  popular 
economic  incentive  was  a  monthly  income  check  to 
support  the  elderly  person.  The  service  incentive 
which  was  most  attractive  to  families  was  readily  ac- 
cessible medical  care  for  the  elderly. 


News  Notes  from  the — 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


A  professorship  has  been  established  at  the  Bow- 
man Gray  School  of  Medicine  in  honor  of  the  medical 
school's  first  chairman  of  the  Department  of  Obstet- 
rics and  Gynecology. 

The  Frank  R.  Lock  Professorship  was  endowed  by 
gifts  from  Lock's  colleagues,  former  residents,  friends 
and  patients. 

Dr.  Lock,  who  now  lives  in  Florida,  is  described  by 
Bowman  Gray's  dean.  Dr.  Richard  Janeway,  as  "one 
of  our  great  professors  emeritus."  Dr.  Janeway  adds 
that  Lock  was  "a  leading  force  in  the  establishment  of 
academic  strength,  in  bringing  about  financial  stability 
and  in  introducing  innovations  in  the  curriculum"  at 
Bowman  Gray. 


Five  people  recently  received  appointments  to  the 
Bowman  Gray  faculty.  They  are  Dr.  Joe  M.  McWhor- 
ter.  instructor  in  surgery  (neurosurgery);  Gale  L. 
Harkness.  instructor  in  community  medicine  (allied 
health);  Celia  Snavely,  instructor  in  medicine  (medi- 
cal social  work);  Dr.  Patrick  J.  Cavanaugh,  clinical 
professor  of  radiology  (radiation  therapy);  and  Dr. 
Frank  W.  Farrell,  clinical  assistant  professor  of 
radiology. 


Seventeen  students  at  Bowman  Gray  have  been 
elected  to  membership  in  Alpha  Omega  Alpha,  na- 
tional medical  honor  society. 

Election  to  AOA  is  based  on  scholastic  achieve- 
ment and  character. 

Senior  students  elected  to  AOA  include  Luther  A. 
Beazely  III  of  Nashville,  Tenn..  Joel  F.  Bradley  Jr.  of 
Pleasant  View,  Tenn.,  Richard  L.  Detlefs  of  Moun- 
tainside, N.J.,  Ellen  M.  Dolson  of  San  Francisco, 
Calif.,  Robert  H.  Gates  of  Goldsboro,  Daniel  P. 
Krowchuk  of  Los  Angeles,  Calif.,  Charles  E.  McKay 
III  of  Huntington,  W.  Va..  John  S.  Mustol  of  San 
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Diego.  Calif.,  Mark  S.  Myers  of  Larksviile,  Pa., 
Robert  G.  Peterson  of  Matthews,  Bruce  A.  Snyder  of 
Winston-Salem,  and  James  B.  Vogler  III  of  Raleigh. 
Elected  from  the  junior  class  were  Richard  A.  Black 
of  Worthington.  Ohio,  Mark  M.  Levinson  of  Seattle. 
Wash.,  J.  Mark  J.  Meredith  of  Cherry  Hill,  N.J., 
Nicholas  L.  Ogbum  of  Statesville  and  Eugene  H. 
Paschold  of  Albemarle. 


Radiologists  who  trained  under  Dr.  Isadore  Mes- 
chan.  professor  and  chairman  of  the  Department  of 
Radiology,  honored  their  former  chief  during  a  March 
dinner  and  presented  the  medical  school  with  a  por- 
trait of  Meschan. 

Meschan  has  announced  plans  to  give  up  his  chair- 
manship at  Bowman  Gray  on  July  1.  At  that  time,  he 
will  have  completed  22  years  as  chairman  of  radiology 
at  Bowman  Gray.  He  earlier  served  eight  years  as 
chairman  of  radiology  at  the  University  of  Arkansas 
School  of  Medicine. 

He  will  remain  at  Bowman  Gray  as  professor  and 
will  continue  his  work  in  teaching,  research,  patient 
care  and  writing. 

Fifty-one  of  his  81  former  residents  attended  the 
recognition  dinner.  They  came  from  as  far  away  as 
California.  His  former  residents  are  now  located  in  20 
states  and  two  foreign  countries. 


Dr.  David  L.  Kelly  Jr.,  associate  professor  of 
neurosurgery,  has  been  elected  vice  president  of  the 
Southern  Neurosurgical  Society. 


Dr.  Arnold  Kreger,  associate  professor  of  micro- 
biology and  immunology,  has  been  elected  to  the 
editorial  board  of  Infection  and  Immunity  journal. 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 
NORTH  CAROLINA  MEMORIAL  HOSPITAL 


The  N.C.  Area  Health  Education  Center  (AHEC) 
program  and  the  man  who  laid  the  foundation  for  it 
were  honored  this  spring  by  the  American  College  of 
Physicians. 

The  society  presented  the  first  Richard  and  Hinda 
Rosenthal  Foundation  Award  to  the  AHEC  program 
in  recognition  of  its  innovative  approach  to  the  com- 
plex problem  of  distributing  health  personnel  by  geog- 
raphy and  specialty. 

The  new  award  was  presented  at  the  annual  meeting 
of  the  American  College  of  Physicians  in  Dallas  in 

May  1977,  NCMJ 
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April.  At  that  time  Dr.  W.  Reese  Berryhill.  dean 
emeritus  of  the  School  of  Medicine  also  was  honored. 
Berryhill  was  named  a  Master  of  the  College,  the 
highest  level  an  individual  can  attain  within  the  or- 
ganization. 

Announcement  of  the  awards  was  made  by  Dr.  John 
T.  Sessions,  Jr..  Feb.  12  at  the  43rd  North  Carolina 
regional  meeting  of  the  American  College  of  Physi- 
cians in  Raleigh.  Sessions,  professor  of  medicine,  is 
North  Carolina  governor  of  the  society. 


More  than  300  friends  and  colleagues  gathered  re- 
cently to  honor  Dr.  Joseph  F.  Patterson.  Jr. ,  professor 
of  anesthesiology,  for  his  contributions  to  the  state, 
the  University  and  the  department  of  anesthesiology. 

Patterson,  who  retired  March  31.  founded  the 
placement  service  of  the  N.  C.  Society  of  Anes- 
thesiologists in  1968  and  established  at  the  N.C. 
Memorial  Hospital  a  model  outpatient  anesthesia  and 
surgery  program  that  cuts  hospital  surgical  costs  by  as 
much  as  50  per  cent. 

As  permanent  president  of  the  UNC-CH  class  of 
1938  he  also  has  spearheaded  efforts  to  establish  an 
international  student  center  on  campus.  Patterson  and 
his  brother.  Dr.  F.  M.  Simmons  Patterson  who  is 
director  of  the  Area  Health  Education  Centers  pro- 
gram in  Greenville,  give  Carolina's  most  prestigious 
sports  award,  the  Patterson  medal,  to  the  outstanding 
senior  athlete. 


Dr.  Thomas  R.  Griggs,  assistant  professor  of 
medicine,  has  received  the  Service  to  Mankind  Award 
presented  by  the  Sertoma  Clubs  of  Chapel  Hill  and 
Carrboro. 

Griggs  was  recognized  for  his  contributions  to  the 
well-being  of  the  community  in  the  area  of  emergency 
medical  service.  Since  1971  he  has  been  a  leader  in  the 
South  Orange  Resue  Squad  and  has  helped  direct  the 
rapid  expansion  and  improvement  of  its  services. 


The  department  of  pathology  honored  two  of  its 
distinguished  scientists  and  teachers  Feb.  13  for  their 
30  years  of  service  on  the  faculty. 

Recognized  were  Dr.  Kenneth  M.  Brinkhous. 
chaimian  emeritus  and  alumni  distinguished  professor 
of  pathology,  and  Dr.  John  B.  Graham,  alumni  distin- 
guished professor  of  pathology.  Both  were  presented 
30-year  service  pins  for  their  long  and  devoted  service 
on  the  School  of  Medicine  faculty  at  a  reception  held 
in  their  honor  and  attended  by  more  than  1 50  persons. 


The  department  of  pharmacology  is  honoring  its 
former  chairman.  Paul  L.  Munson.  Sarah  Graham 
Kenan  Professor  of  Pharmacology  and  Endocrinol- 
ogy, with  two  minisymposia  in  endocrinology.  Mun- 
son, who  stepped  down  as  chairman  at  the  end  of 
February,  was  honored  in  March  at  a  symposium  that 


featured  speakers  from  the  National  Institutes  of 
Health  and  the  Harvard  School  of  Dental  Medicine. 
The  second  minisymposium  honoring  Munson  was 
April  12  and  featured  presentations  by  faculty  mem- 
bers from  Michigan  State  University  and  the  Univer- 
sity of  Milan. 


More  than  half  of  those  who  die  in  single  vehicle 
motorcycle  accidents  in  North  Carolina  have  been 
drinking,  the  state's  chief  medical  examiner  has  re- 
ported. 

Alcohol  was  detected  in  blood  samples  of  64  per 
cent  of  these  cyclists,  said  Dr.  Page  R.  Hudson,  pro- 
fessor and  chairman  of  the  division  of  forensic  pathol- 
ogy. 

In  a  paper  delivered  at  a  meeting  of  the  American 
Academy  of  Forensic  Sciences  in  San  Diego  Hudson 
reported  most  single  vehicle  crashes  usually  involve  a 
speeding  motorcyclist  under  the  influence  of  alcohol 
who  loses  control  on  a  curve  and  crashes. 


Dr.  M.  Stephen  Mahaley  Jr..  has  been  named  pro- 
fessor of  surgery  and  chief  of  the  division  of  neuro- 
surgery in  the  School  of  Medicine  at  the  University  of 
North  Carolina  at  Chapel  Hill. 

Mahaley  comes  to  Chapel  Hill  from  Duke  Univer- 
sity Medical  Center  where  he  had  been  on  the  faculty 
since  1965.  At  Duke  he  held  appointments  as  assistant 
professor  of  anatomy  and  associate  professor  of 
neurosurgery.  From  1972-74  he  was  assistant  director 
of  graduate  medical  education. 

Mahaley  succeeds  Dr.  Gordon  Dugger  who  has 
been  chief  of  the  division  since  1956.  Dugger  will 
continue  on  the  UNC-CH  faculty  as  professor  of  neu- 
rosurgery. 

The  45-year-old  Charlotte  native  received  his  un- 
dergraduate degrees  in  1952  from  Charlotte  College 
and  in  1954  from  Wake  Forest  College.  He  holds  both 
the  M.D.  and  Ph.D.  degrees  awarded  in  1959  by  Duke 
University.  Mahaley  remained  at  Duke  for  his 
graduate  medical  education. 


Dr.  Joseph  S.  Pagano.  director  of  the  Cancer  Re- 
search Center,  lectured  at  the  3 1st  annual  meeting  of 
the  Southern  Society  of  Clinical  Investigation  in  New 
Orleans  in  January. 

Dr.  Walter  E.  Stumpf.  professor  of  anatomy  and 
pharmacology,  was  invited  to  present  a  paper  at  a 
conference  on  autoradiography  in  pharmacology  and 
toxicology  in  Uppsala.  Sweden  May  23-25.  He  also 
will  present  a  paper  at  a  conference  on  neuroendo- 
crine control  of  reproduction  in  Wurzburg.  Germany, 
July  25-29. 

Dr.  Pierre  Morell.  associate  professor  of  biochemis- 
try, has  been  appointed  to  a  four-year  term  on  the 
Neurology  —  A  Study  Section  of  the  National  Insti- 
tutes of  Health. 

Dr.  Suzann  K.  Campbell,  assistant  professor  of 
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physical  therapy,  has  been  named  to  American  Men 
and  Women  of  Science.  She  currently  is  serving  a 
three-year  term  as  director  of  the  Society  for  Be- 
havioral Kinesiology  and  recently  presented  a  work- 
shop on  applied  neurophysiology  for  the  Michigan 
Chapter  of  the  American  Physical  Therapy  Associa- 
tion. 

Dr.  George  Johnson,  professor  and  chief  of  general 
surgery,  moderated  a  symposium  on  complication  of 
vascular  surgery  at  a  meeting  of  the  Association  for 
Vascular  Surgery  held  Feb.  5  in  Duck  Key.  Fla. 

Dr.  William  H.  Bowers,  assistant  professor  of 
surgery,  was  inducted  as  a  member  of  the  American 
Society  for  Surgery  of  the  Hand  at  the  recent  meeting 
of  the  American  Academy  of  Orthopaedic  Surgeons  in 
Las  Vegas.  Nev. 

Dr.  Christopher  C.  Fordham.  vice-chancellor  for 
health  affairs  and  dean  of  the  School  of  Medicine, 
spoke  at  the  Commission  on  Public-General  Hospitals 
State  University  Seminar  hosted  by  the  University  of 
Minnesota  at  Minneapolis.  Feb.  11-12.  He  spoke  on 
the  mission  and  organization  of  public  hospitals  from 
the  perspective  of  serving  the  practicing  community. 

Dr.  Fred  W.  Ellis,  professor  of  pharmacology,  was 
an  invited  participant  in  a  fetal  alcohol  workshop 
sponsored  by  the  National  Institute  on  Alcohol  Abuse 
and  Alcoholism  in  San  Diego.  Calif.,  Feb.  12-14. 

Dr.  Joel  B.  Baseman,  associate  professor  of  bac- 
teriology and  immunology,  chaired  a  recent  workshop 
in  the  biology  of  treponema  pallidum,  the  organism 
that  causes  syphilis.  The  workshop,  sponsored  by  the 
National  Institute  of  Allergy  and  Infectious  Diseases, 
attracted  approximately  50  scientists  who  discussed 
the  feasibility  of  a  syphilis  vaccine  and  the  progress 
being  made  in  cultivating  T.  pallidum. 

Dr.  Colin  G.  Thomas  Jr..  chairman  and  professor  of 
surgery,  served  as  a  visiting  professor  March  1  at 
Rutgers  Medical  School  in  Piscataway,  N.J.  He  dis- 
cussed new  aspects  of  management  of  thyroid  cancer. 

Dr.  Frank  C.  Wilson,  professor  and  chief  of  or- 
thopedic surgery,  has  been  named  president-elect  of 
the  Association  of  Orthopedic  Chairmen.  He  becomes 
president  in  November  at  the  conclusion  of  the  1977 
meeting  of  the  association. 

Dr.  Morris  A.  Lipton.  Sarah  Kenan  Professor  of 
Psychiatry  and  director  of  the  Biological  Sciences  Re- 
search Center  has  been  elected  president  of  the 
American  College  of  Neuropsychopharmacology 
(ACN).  Lipton  also  was  selected  by  the  organization 
to  edit  a  book  on  progress  in  the  field  of  neuropsycho- 
pharmacology during  the  last  20  years. 


New  Appointment 

David  Gary  Klapper  has  been  named  as  assistant 
professor  in  the  department  of  bacteriology  and  im- 
munology. School  of  Medicine,  effective  July  I.  A 
graduate  of  Tulane  University,  he  earned  his  M.S.  and 
Ph.D.  from  the  University  of  Florida.  Since  1974.  he 
has  taught  at  Southwestern  Medical  School  in  Dallas, 
Tex. 


Promotions 

New  professors  in  the  School  of  Medicine,  effective 
July  1,  1977,  are:  Cary  M.  Cooper,  department  of 
pharmacology;  George  M.  Himadi.  department  of 
radiology;  Kenneth  J.  Levin,  department  of  anes- 
thesiology; Mabel  M.  Parker,  division  of  physical 
therapy,  department  of  medical  allied  health  profes- 
sion: and  Roger  L.  Lundblad.  department  of  pathol- 
ogy and  biochemistry  and  nutrition  (and  department 
of  periodontics.  School  of  Dentistry). 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Comprehensive  Cancer  Center  researchers  are  test- 
ing an  anti-leukemia  vaccine  in  mice  that  could  show 
how  to  prevent  the  disease  in  people. 

Dr.  Jeffrey  J.  Collins,  an  assistant  professor  at  the 
center,  has  won  a  $1 12.000  grant  from  the  American 
Cancer  Society  to  make  and  study  the  vaccine. 

In  addition.  Dr.  Collins"  research  has  attracted  a 
five-year  $100,000  Scholar  Award  from  the  Leukemia 
Society  of  America. 

"We  know  the  vaccine  works."  said  the  3 1-year-old 
scientist.  "Now  we  want  to  find  out  exactly  how." 

Helping  him  answer  that  question  are  Dr.  Dani 
Bolognesi  and  Dr.  Richard  Metzgar.  also  Comprehen- 
sive Cancer  Center  faculty  members.  Other  co- 
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workers  are  Dr.  Fred  Sanfilippo,  Lisa  Bolio  and  Tom 
Condie. 


The  American  Association  of  Pathologists  has  hon- 
ored a  Duke  physician  whom  it  cited  for  "representing 
the  highest  ideals  in  medicine  and  pathology.'" 

Dr.  Thomas  D.  Kinney,  R.J.  Reynolds  Professor  of 
Medical  Education,  was  named  to  receive  the  coveted 
Gold-Headed  Cane  Award  at  a  banquet  during  the 
group's  annual  meeting  in  Toronto,  Canada.  He  is  the 
24th  recipient. 

Established  in  1919.  the  award  is  a  replica  of  a 
famous  ebony,  gold-topped  cane  carried  by  five  emi- 
nent British  physicians  between  1689  and  1825.  The 
original  is  on  display  at  the  College  of  Physicians  in 
London. 

Kinney  stepped  down  as  director  of  medical  and 
allied  health  education  at  Duke  in  1974  and  as  chair- 
man of  the  Department  of  Pathology  the  following 
year. 


For  many  years,  physicians  have  had  the  intuitive 
feeling  that  psychological  factors  play  an  important 
role  in  how  well  or  how  poorly  coronary  heart  disease 
patients  respond  to  treatment. 

Unfortunately  for  patients,  however,  doctors  have 
had  no  systematic  way  of  measuring  the  extent  of  this 
role,  and  the  advice  they  gave  varied  widely  —  from 
good  to  bad  to  virtually  none  at  all. 

Now,  with  the  help  of  a  five-year,  $103,000  National 
Heart,  Lung  and  Blood  Institute  grant,  a  scientist  at 
the  medical  center  is  trying  to  change  all  that. 

Dr.  Redford  B.  Williams,  an  associate  professor  in 
the  Division  of  Psychosomatic  Medicine,  said  he  and 
research  associate  Thomas  Haney  will  collect  "a  wide 
range  of  psychological  and  social  information"  on 
patients  with  known  coronary  diseases. 

The  goal,  he  said,  is  to  find  common  denominators 
which  may  help  physicians  at  Duke  and  elsewhere 
predict  what  non-medical  factors  infiuence  readjust- 
ment after  heart  attacks  and  other  coronary  problems. 

"About  400  patients  a  year  will  be  extensively  in- 
terviewed and  given  psychological  tests,"  Williams 
said.  "We  plan  to  follow  these  patients  over  the  length 
of  the  study." 

Information  on  whether  the  patients  returned  to 
work  following  treatment,  how  their  diseases  affected 
social  and  family  relationships,  how  well  their  pain 
was  relieved,  how  much  depression  and  anxiety  they 
felt,  whether  they  display  the  hard-driving  "Type  A" 
behavior  pattern  and  the  like  will  be  fed  into  a  compu- 
ter for  statistical  analysis. 


Three  medical  center  faculty  members  have  been 
selected  as  Macy  Faculty  Award  scholars  for  the 
academic  year  1977-78. 

Dr.  Samson  R.  Gross,  professor  of  genetics  and 
biochemistry.  Dr.  Robert  E.  Webster,  also  professor 


of  biochemistry,  and  Dr.  Thomas  C.  Vanaman.  as- 
sociate professor  of  microbiology,  are  among  30  re- 
cipients selected  from  medical  schools  and  schools  of 
public  health  in  the  United  States  and  Canada. 

The  annual  auards  were  established  in  1972  by  the 
Josiah  Macy  Jr.  Foundation  of  New  York  to  allow 
medical  scholars  to  spend  six  months  to  one  year  in 
research  at  laboratories  abroad  and  in  the  United 
States. 

Gross  said  he  will  spend  a  year  in  the  genetics  de- 
partment at  Hebrew  University  in  Jerusalem. 

Webster  will  spend  12  months  at  the  Max  Planck 
Institute  for  Biophysics  in  Gottigen,  West  Germany. 

Vanaman  will  be  conducting  research  for  a  year  at 
the  University  of  Birmingham  in  Birmingham,  En- 
gland. 


Physicians  at  the  medical  center  have  developed  a 
new  technique  for  washing  out  the  clogged  lungs  of 
children  with  severe  respiratory  diseases. 

The  treatment  has  already  resulted  in  vastly  im- 
proved breathing  for  two  youngsters  suffering  from  a 
rare  condition  known  as  alveolar  proteinosis,  and  the 
researchers  believe  it  may  offer  new  hope  for  others 
with  cystic  fibrosis,  the  most  common  lethal  disease 
seen  by  pediatricians. 

Dr.  Alexander  Spock,  professor  of  pediatrics  and 
director  of  Duke's  Cystic  Fibrosis  Center,  described 
the  procedure  to  colleagues  at  a  meeting  of  the  South- 
em  Society  for  Pediatric  Research  in  New  Orleans, 


Appointments: 

Appointments  include  Dr.  David  S.  Werman,  as- 
sociate professor  of  psychiatry;  Dr.  Oliver  P. 
Charlton,  assistant  professor  of  radiology:  Dr.  Car- 
lisle L.  Morgan  Jr.,  and  Dr.  Byron  P.  Croker  Jr., 
assistant  professors  of  pathology;  and  Dr.  Stephen  G. 
Osofsky,  assistant  professor  of  pediatrics. 


Dr.  J.  Leonard  Goldner,  professor  of  orthopaedic 
surgery  and  chairman,  division  of  orthopaedic 
surgery,  has  been  elected  vice  president  of  the  Ameri- 
can Orthopaedic  Foot  Society. 

An  affiliate  of  the  American  Academy  of  Or- 
thopaedic Surgeons,  the  society  is  comprised  of  or- 
thopaedic surgeons  interested  in  improved  foot  care 
through  research  and  education. 

Dr.  Goldner  is  a  former  president  of  the  Southern 
Medical  Association,  American  Society  for  Surgery  of 
the  Hand  and  the  North  Carolina  Orthopaedic  Associ- 
ation. In  1967  he  received  the  Governor's  Award  as 
Physician  of  the  Year  for  the  State  of  North  Carolina. 

A  native  of  Omaha,  Dr.  Goldner  received  the  A.B. 
degree  in  1939  from  the  University  of  Minnesota  and 
the  M.D.  degree  in  1943  from  the  University  of  Ne- 
braska College  of  Medicine. 
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North  Carolina  Medical  Society 
Major  Hospital  and  Nurse  Expense  Insurance 


$25,000  Major  Hospital  and  Nurses  Expense  Policy- 
75  percent  —  25  percent  Co-Insurance 


PLAN  A 

$100  DEDUCTIBLE 

Member's  Age 

Member 

Member  and  Spouse 

Member,  Spouse  & 
All  Children 

Under  40 
40-49 
50-59 
60-64* 

$  82.50 
125.00 
182.50 
286.50 

$206.00 
302.50 
417.00 
640.00 

$288.00 
384.50 
499.00 
722.00 

PLAN  B 

$300  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 

$  50.00 

76.00 

118.50 

180.00 

$114.00 
176.00 
254.00 
402.00 

$150.00 
212.00 
290.00 
438.00 

PLAN  C 

$500  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 
65-69** 

$  31.50 

51.50 

82.50 

138.50 

58.00 

$  69.00 
118.50 
182.50 
308.00 
170.00 

$  91.50 
141.00 
205.00 
330.50 
192.50 

PLAN  D 

$1,000  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 
65-69** 

$  23.50 

38.50 

62.00 

104.00 

43.00 

$  51.50 

89.00 

137.00 

231.00 

127.00 

$  68.50 
106.00 
154.00 
248.00 
144.00 

*  Shown  for  renewal  only.  Enrollment  limited  to  members  under  age  60. 

''Integrates  with  Medicare  at  age  69. 

Premiums  apply  at  current  age  on  entry  and  attained  age  on  renewal.  Semi-annual  premiums  are  one-half  the  annual  plus  50  cents. 


Term  Life  Insurance  Program 


Member's 

Spouse's 

Age 

$10,000 

$20,000 

$30,000 

$40,000 

$50,000 

Age 

$5,000 

Under  30 

$  27 

$  54 

$  81 

$    108 

$    135 

Under  30 

$  11 

30-34 

29 

58 

87 

116 

145 

30-34 

12 

35-39 

38 

76 

114 

152 

190 

35-39 

15 

40-44 

56 

112 

168 

224 

280 

40-44 

22 

45-49 

84 

168 

252 

336 

420 

45-49 

34 

50-54 

131 

262 

393 

524 

655 

50-54 

52 

55-59 

203 

406 

609 

812 

1,015 

55-59 

81 

60-64 

306 

512 

918 

1,224 

1,530 

60-64 

122 

65-69 

242 

484 

726 

968 

1,210 

65-69 

97 

All  Children— $12  annually.  $2,500  after  age  6  months 


The  above  plans  quality  for  use  in  the  Professional  Association. 


For  Full   Information — Write  or  Call 

Golden-Brabham  Insurance  Agency,  Inc. 

Ralph  J.  Golden  Van  Brabham  III 

108    E.   Northwood    St.,    Phone:    BRoadway   5-3400,    Box  6395,   Greensboro,    N.   C.  27405 


Month  in 
Washington 


In  the  name  of  the  "sunshine  law,"  the  government 
released  the  names  of  physicians,  groups  and 
laboratories  that  did  more  than  $100,000  in  Medicare 
business  last  year.  It  marked  the  first  breach  in  the 
Medicare  program's  long-standing  policy  against  dis- 
closing such  information. 

The  over-$  100,000  category  included  409  physi- 
cians, 1 ,752  medical  groups  and  58  laboratories;  2,533 
physicians,  dentists,  and  pharmacies  were  listed  in  the 
latest  Medicaid  report  of  more  than  5100,000  intake 
last  November. 

The  American  Medical  Association  branded  the  re- 
leasing of  the  names  as  "only  serving  to  badger  a  large 
segment  of  the  profession  and  to  establish  guilt  by 
innuendo."  AMA  executive  vice  president  James 
Sammons,  M.D.,  said  "there  is  a  basic  dishonesty  in 
the  broadcast  release  of  the  names  of  individuals  re- 
ceiving Medicare  payments."  Dr.  Sammons  added 
that  if  "HEW  thinks  any  physician  on  this  list  is  guilty 
of  fraud  HEW  should  say  so.  We  will  assist  in  any  case 
where  there  is  good  reason  to  suspect  wrong  doing." 

Dr.  Sammons  said  the  physicians  are  identified  by 
HEW  as  individual  recipients  of  Medicare  funds, 
whereas  the  payments  are  often  for  services  provided 
by  many  others  as  well.  Many  of  the  physicians  listed 
are  hospital-based  radiologists,  pathologists,  anes- 
thesiologists, he  said.  "We  would  also  point  out  that 
these  services  are  paid  for  at  a  rate  set  by  Medicare 
and  based  on  prevailing  charges  two  years  out  of 
date." 

Predictably,  press  reaction  was  uneven.  Some  press 
took  the  trouble  to  check  before  using  the  story.  Most 
press  did  not.  All  too  typical  were  headlines  like  this 
one,  from  the  Fort  Lauderdale  Siin-Sentincil: 

"HEW  RELEASES  NAMES  OF  DOCTORS  ON 
MEDICARE  GRAVY  TRAIN." 

Few  stories  bothered  to  explain  that  the  figures 
cited  are  gross,  not  net;  or  that  HEW's  dollar  totals 
included  not  only  payments  to  the  physician  but  pay- 
ments made  directly  to  the  beneficiary  where  the  ben- 
eficiary is  responsible  for  paying  the  physician's  bill. 

Having  gone  through  a  similar  experience  in 
November  of  1976,  when  the  Social  and  Rehabilitation 
Service  made  public  a  list  of  physicians,  dentists, 
pharmacies  and  laboratories  that  had  received 
$100,000  or  more  from  Medicaid  in  1975,  the  AMA 
immediately  began  checking  for  accuracy  as  many  as 
possible  of  the  names  and  amounts  listed  as  paid  to 
solo  practitioners. 

By  the  Month  In  Washington  press  time,  some  166 


physicians  listed  in  solo  practice  were  contacted  in  30 
states  and  the  District  of  Columbia.  Of  this  group: 

**82  were  incorrectly  listed  as  solo  practitioners; 

**5  had  incorrect  amounts  attributed  paid  to  them; 

**22  reported  both  the  solo  designation  and  the 
amount  were  incorrect. 

Some  65.7  percent  of  the  information  released  on 
the  409  physicians  listed  as  solo  practitioners  was 
therefore  incorrect. 

Complaints  from  individual  physicians  victimized 
by  these  inaccuracies  poured  in  to  the  press.  A  round- 
up by  the  Associated  Press,  pointed  out  some  of  the 
injustices  done  by  the  HEW  release  in  which  two  out 
of  three  solo  practitioners  were  inaccurately  listed. 

The  Washington  Star  took  editorial  note  of  HEW's 
inaccuracies  under  the  heading:  "A  SLOPPY  PIECE 
OF  WORK." 

The  physicians  contacted  by  the  AMA  and  state 
medical  societies  reported  harrassment  by  angry  pa- 
tients, crank  telephone  calls,  children  taunted  at 
school  as  the  children  of  a  crook,  anonymous  threats, 
attacks  by  colleagues,  and  continuing  embarrassment 
within  their  communities. 

A  number  of  congressmen  have  inserted  remarks 
into  the  Congressional  Record  with  respect  to  HEW's 
disgraceful  performance. 

HEW  secretary  Joseph  A.  Califano  has  privately 
admitted  dismay  and  has  publicly  stated  that  a  cor- 
rected list  will  be  forthcoming  shortly. 


The  AMA  has  told  the  government  that  fraud  and 
abuse  are  different  problems  deserving  different 
treatment. 

In  a  letter  to  HEW  secretary  Califano,  the  AMA 
said: 

"Frankly,  we  find  it  difficult  to  equate  'abuse'  of 
Medicare  and  Medicaid  programs  with  some  legally 
definable  criminal  action.  Indeed,  it  is  unfortunate 
that  'fraud  and  abuse'  have  been  linked  so  often  in 
public  discussion  and  departmental  releases  that  the 
clearly  criminal  aspects  of  'fraud"  have  migrated  to 
'abuse'  as  well." 

AMA  executive  vice  president  James  Sammons, 
M.D..  said  "fraud"  is  a  reasonably  well-defined  legal 
concept  —  misrepresentation  with  the  intent  to  obtain 
money  or  other  goods  to  which  one  is  not  entitled  — 
and  has  always' been  clearly  subject  to  legal  penalties. 
Dr.  Sammons  said  examples  include  billing  for  ser- 
vices not  rendered,  etc.  "The  medical  profession  has 
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Account  No.  1093  2 
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MR.    B.    P.    PATIENT 
1528    EVERY    DRIVE 
ANYTOWN,    SC    29109 

STATEMENT  OF  ELECTROLYTE  BALANCE 

Account  of:  PATIENT    WITH    HYPERTENSIO 
Transaction:  THERAPY    WITH    THIAZIDE 

Status:  Blood  Pressure:  SATISFACTORY 

Salt:  SATISFACTORY 


Potassium:  OVERDRAWN 
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TRIAMTERENE  LIMITS  POTASSIUM  LOSS 
AS  HyDROCHLOROTHIAZIDE  LOWERS 
BLOOD  PRESSURE 


Each  capsule  contains  50  mg.  of  Dyrenium-  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrocWorotfiiazide. 

MAKES  SENSE 


The  difference  in  'Dyazide'  is  its  'Dyrenium'  component,  which 
acts  to  reduce  thiazide-induced  excessive  excretion  of  potassium. 
Dietary  potassium  supplements  or  potassium  salts  should  not  be 
used  with  'Dyazide'  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired. 

'Dyazide'  can  occasionally  cause  hyperkalemia.  Serum  potassium 
and  BUN  should  be  checked  periodically  during  therapy,  particu- 
larly in  patients  with  suspected  or  confirmed  renal  insufficiency 
(e.g.,  elderly  or  diabetic  patients).  If  hyperkalemia  develops, 
'Dyazide'  should  be  withdrawn  and  a  thiazide  alone  substituted. 

See  next  page  for  indications  and  brief  summary  of  prescribing 
information.  Not  for  initial  therapy.  Dosage  should  be  titrated  to 
the  individual  (See  Box  Warning). 


SK&F  Co.,  Carolina,  P.R.  00630 


SK&F  CO. 

a  SmithKline  company 


majDE 


MAKES  SENSE  FOR 
LONG-TERM  CONTROL 
OF  HYPERTENSION. 


®     Each  capsule  contains  50  mg.  of 

Dyrenium"  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDR.  A  brief  summary 
follows; 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema  or 
hypertension  requires  therapy  titrated  to  the  indi- 
vidual patient.  If  the  fixed  combination  represents 
the  dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient  warrant. 


Indications:  When  the  fixed  combination  represents  the 
dosage  determined  by  titration:  Adjunctive  therapv  in 
edema  associated  with  congestive  heart  failure,  hepatic 
cirrhosis,  the  nephrotic  syndrome.  Corticosteroid  and 
estrogen-induced  edema,  idiopathic  edema:  hyper- 
tension, when  the  potassium-sparing  action  of  its 
'Dyrenium'  component  is  warranted. 
Contraindications:  Further  use  in  progressive  renal  or 
hepatic  dysfunction;  hyperkalemia.  Pre-existing 
elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 
Routine  use  of  diuretics  in  otherwise  healthy  pregnancy. 
Warnings;  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple 
mentary  potassium  is  needed,  potassium  tablets  should 
not  be  used.  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities.  It  is  more  likely 
in  severely  ill  patients  with  urine  volume  less  than  one 
liter/day.  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determinations 
of  serum  K    should  be  made.  If  hyperkalemia 
develops,  substitute  a  thiazide  alone,  restrict  K    in- 
take. The  presence  of  a  widened  QRS  complex  or 
arrhythmia  in  association  with  hyperkalemia  requires 
prompt  additional  therapy.  Thiazides  are  reported  to 
cross  the  placental  barrier  and  appear  in  breast  milk: 


fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  other 
adverse  reactions  that  have  occurred  in  the  adult  may 
result.  When  used  in  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible 
hazards  to  fetus.  .Adequate  information  on  use  in 
children  is  not  axailable. 

Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids).  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics,  or  those  with 
suspected  or  confirmed  renal  insufficiency.  Watch  for 
signs  of  impending  coma  in  severe  liver  disease.  If 
spironolactone  is  used  concomitantly,  determine  serum 
K    frequently:  both  can  cause  K   retention  and 
elevated  serum  K  .  Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one.  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes 
were  not  properly  monitored).  Observe  regularly  for 
possible  blood  dyscrasias.  liver  damage,  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  re- 
ported in  patients  receiving  Dyrenium"  (triamterene. 
SK&F  Co.).  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  thiazides.  Do  periodic  blood  studies  in 
cirrhotics  to  check  for  nondrug-related  variations  in 
blood  pictures,  and  in  patients  with  folic  acid  depletion, 
since  "Dyrenium'  may  contribute  to  appearance  of 
megaloblastosis.  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients.  Use 
cautiously  in  surgical  patients.  The  following  may 
occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis. 
'Dyazide'  interferes  with  fluorescent  measurement  of 
quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth:  anaphylaxis,  rash, 
urticaria.  photosensitivTty.  purpura,  other  dermatolog- 
ical  conditions:  nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus,  pancre- 
atitis, xanthopsia  and.  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  and  1000  capsules:  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 
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always  opposed  such  practices  by  its  members  and 
urges  prosecution  of  those  charged  with  fraud.'" 

However,  he  wrote,  abuse  is  a  much  more  ambigu- 
ous term.  A  "fact  sheet""  on  Medicaid  fraud  and  abuse 
issued  by  the  Social  and  Rehabilitation  Service  states 
that  a  provider  is  "abusing""  the  program  if  he  files 
claims  and  receives  payment  for  services  "that  are  not 
allowed  by  federal  or  state  Medicaid  laws  or  regula- 
tions."" If  "abuse"  of  a  program  by  a  provider  implies 
some  guilt  on  his  part,  this  definition  is  clearly  inade- 
quate, since  it  leaves  out  any  reference  to  the  pro- 
vider"s  knowledge  of  the  exclusion,  noted  Dr.  Sam- 
mons. 

The  AMA  said  the  decision  as  to  appropriateness  of 
care  is  a  professional  decision,  not  a  legal  one.  and 
strongly  urges  that  no  attempt  be  made  to  bring  it 
within  the  courtroom,  along  with  prosecution  of 
fraud.  Legitimacy  and  appropriateness  of  treat- 
ment should  first  be  explored  by  the  review  commit- 
tees already  established  for  this  purpose  at  the  com- 
munity level,  said  Dr.  Sammons.  "When  they  agree 
that  the  treatment  is.  indeed,  inappropriate  and  exces- 
sive, efforts  should  be  made  by  his  peers  to  persuade 
the  erring  physician  to  follow  a  more  appropriate 
course  of  treatment,  but  the  punitive  action  should  be 
limited  to  those  already  authorized  by  law  —  non- 


reimbursement of  excess  care  and.  where  the  pattern 
of  overuse  or  overtreatment  continues,  exclusion  of 
the  individual  from  the  program." 

He  concluded.  "We  believe  that  this  is  both  appro- 
priate and  sufficient  in  the  way  of  penalty  for  actions 
which  the  physician  himself  may  consider  honest  and 
nonculpable.  and  we  would  therefore  urge  that,  while 
fraud  should  indeed  be  prosecuted  to  the  extent  of  the 
law.  'abuse."  in  this  sense,  should  be  handled  within 
the  framework  of  Peer  Review  and  program  adminis- 
tration controls."" 


A  bill  aimed  at  rooting  out  fraud  and  abuse  in  federal 
health  programs  has  started  down  the  legislative  path 
in  Congress.  The  AMA  applauded  the  objective,  but 
said  the  bill  is  so  broadly  drawn  that  it  allows  investi- 
gation of  "the  actions  of  almost  every  practicing 
physician  in  the  United  States."" 

The  minority  of  physicians  who  abuse  Medicare  and 
Medicaid  should  be  brought  to  justice,  the  AMA  said, 
but  "justice  is  not  served  if  all  practitioners  are  sub- 
jected to  harrassment  and  restraint  so  that  a  few 
malefactors  may  be  apprehended."" 

Edgar  T.  Beddingfield.  M.D..  chairman  of  the 
AMA's  Council  on  Legislation,  testified  before  an 


WHEN  SHOULD  YOU  TRADE  IN  YOUR  1976  ROLLS-ROYCE? 

1986  Maintenance  is  importanl  vvilh  any  car.  Your  Rolls-Royce 
owners  manual  reminds  you  that  after  every  96,000  miles  you 
should  fit  new  flexible  hoses  into  the  braking  systems.  It  is  interesting 
to  note  that  every  Rolls  carries  not  one,  but  three,  independent  brak- 
ing systems,  including  two  sets  of  massive  disc  brakes. 

1994  An  automobile  with  180,000  miles  under  its  belt  can  usually 
be  expected  to  develop  some  rather  disturbing  noises  and  mannerisms. 

Your  Rolls-Royce  will  surprise  you.  The  front  and  rear  suspension 
systems  will  continue  to  support  you  with  unflappable  dignity, 
regardless  of  speed.  The  aluminum  V-8  engine  will  purr  in  muffled 
silence,  responsive  to  your  every  wish, 

2011  Any  35-year-old  car,  which  is  still  on  the  road,  is  certain  to 
make  heads  turn.  But  it  won  t  be  dated  styling  which  people  will 
admire  in  your  Rolls,  It  won  t  even  be  the  miracle  of  mechanical 
endurance,  for  this  has  come  to  be  expected  from  these  fine  motor 
cars.  Rather,  your  Rolls  will  represent  a  worthy  and  almost  timeless 
investment  in  the  highest  art  of  4-wheeled  transportation. 

At  your  earliest  convenience,  visit  your  North  Carolina  Rolls- 
Royce  dealer,  Transco,  Inc.,  1800  North  Main  Street,  High  Point. 
For  literature  and  a  test  drive,  contact  Geoff  Eade,  General  Manager, 
Ol*^  882-<5o47. 


When  most  people  purchase  a  nev\  automobile,  they  already 
know  how  long  the  relationship  will  last.  They  can  recognize,  from 
the  outset,  that  the  car  they  drive  out  of  the  showroom  today  will 
rapidly  lose  both  its  value  and  its  appeal. 

Fortunately,  there  is  an  exception  to  this  rule.  The  Rolls-Royce 
Sliver  Shadow  or  the  Rolls-Royce  Corniche.  Traditionally,  these 
cars  have  been  designed,  engineered  and  built  not  for  the  moment  — 
but  for  the  ages.  Of  all  the  Rolls-Royce  motor  cars  built  since  1904, 
more  than  half  are  still  on  the  road.  Perhaps  this  is  why  the  Rolls- 
Royce  holds  its  resale  value  better  than  any  ordinary  luxury  car, 

1979  After  just  3  years,  most  luxury  cars  have  been  separated 
from  their  original  owners  in  the  classic  syndrome  of  trade-in  or 
trade-up. 

Meanwhile,  you  and  your  Rolls-Royce  are  still  enjoying  the 
honeymoon.  Practically  every  day  you're  still  discovering  new- 
Rolls-Royce  features:  A  sympathetic  green  light  that  comes  on  when 
vour  fuel  supply  is  down  to  three  gallons,  an  automatic  speed  con- 
trol system,  eight  different  adjustments  for  leg  room,  seat  height  and 
angle.  Your  Rolls  still  smells  like  a  new  car  with  its  English-leather 
bucket  seats,  all-wool  carpets  and  rare  wood  work. 
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unusual  joint  hearing  by  the  health  subcommittees  of 
the  House  Ways  and  Means  and  House  Commerce 
Committees.  Ways  and  Means  is  responsible  for 
Medicare;  Commerce,  for  Medicaid. 

To  the  extent  that  the  legislation  was  aimed  at  the 
Medicaid  mill  it  has  "far  exceeded  the  mark,"  said 
Dr.  Beddingfield.  "Since  this  bill  has  been  charac- 
terized as  the  'Medicaid  mill'  Fraud  and  Abuse  Bill, 
practically  all  group  practices  could  be  stigmatized 
because  of  the  broad  application  of  its  provisions." 

The  broad  approach  of  the  bill  is  "aimed  at  a  large 
proportion  of  all  practicing  physicians,  casting  its 
stigma  of  impropriety  upon  the  tens  of  thousands  of 
physicians  who  fall  within  its  purview,"  the  AMA 
witness  said.  "Virtually  all  group  practices  in  the 
United  States  would  be  subjected  to  the  same  re- 
quirements as  the  so-called  'Medicaid  mill'." 

All  groups  of  two  or  more  practitioners  would  be 
subject  to  the  extensive  disclosure  of  records  provi- 
sions, Dr.  Beddingfield  noted,  adding  that  all  practic- 
ing physicians  who  render  Medicare  and  Medicaid 
services  would  be  subject  to  review  by  Professional 
Standards  Review  Organizations  (PSRO). 

Continuing  his  criticism  of  the  legislation.  Dr.  Bed- 
dingfield said  it  "endangers  the  confidentiality  of  pa- 
tient records,  and  certain  provisions  cannot  be  jus- 
tified as  needed  or  even  as  a  wise  tool  to  combat 
fraud." 

^  ^  ^ 

To  counter  charges  that  his  department  has  been  lax 


in  cracking  down  on  fraud  and  abuse  in  health  pro- 
grams, HEW  secretary  Califano  has  called  in  the  FBI. 

He  said  FBI  agents  will  work  "full  blast"  on  Medi- 
care and  Medicaid  misdoings  until  HEW's  own  office 
of  investigations  is  "up  to  full  speed." 

Califano  made  the  statements  following  a  report  by 
the  Senate  Special  Committee  on  Aging  contending 
that  illegal  kickbacks  are  "rampant"  in  the  Medicaid 
program.  Summarizing  testimony  given  the  commit- 
tee last  year,  the  report  said  nursing  homes  are  the 
chief  offenders,  but  "increasing  evidence  points  to 
hospitals,  medical  practitioners,  clinical  laboratories 
and  other  suppliers." 

Not  making  Califano' s  life  any  easier  was  an  allega- 
tion by  John  Walsh,  former  director  of  HEW's  Office 
of  Investigations,  that  the  new  HEW  Secretary  and  his 
under-secretary  designate.  Hale  Champion,  tried  to 
impede  an  investigation  of  fraud  in  a  San  Jose, 
California.  Medicaid  project.  Walsh,  who  resigned  his 
post,  said  he  was  told  he  had  to  clear  the  investigation 
with  his  superiors.  Califano  and  Champion  angrily 
denied  they  were  in  any  way  attempting  to  influence 
the  course  of  the  probe. 

"I  did  not  in  any  way  hinder  or  impede  our  fraud 
investigation  —  nor  did  Mr.  Champion  —  in  California 
or  elsewhere,  Califano  said  on  NBC's  Meet  the  Press 
program.  "Everything  that  I've  done  in  this  area  has 
been  designed  to  make  those  investigations  go  faster 
and  better." 


'WHEN  YOUR  BACK  FEELS  GOOD  YOU'LL  FEEL  GOOD" 
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Choose  Extra  Firm  or  Gently  Firm. 
Specially  spaced  coils  concentrate 
firmness  where  body  weight  is  con- 
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The  weight  of  scientific  evidence  points  to  a  rela- 
tionship between  television  violence  and  increased 
aggressive  behavior  in  some  youthful  viewers,  the 
AMA  has  told  Congress. 

The  AMA  called  on  the  TV  industry  to  recognize  its 
social  responsibilities,  to  reduce  the  amount  of  vio- 
lence and  to  respond  with  greater  sensitivity  and  di- 
versity in  its  programming  policies.  "That  television 
violence  represents  a  serious  issue  in  the  mind  of  the 
public  is  a  consideration  the  broadcasting  industry  can 
no  longer  ignore."  declared  Robert  Stubblefield, 
M.D..  consultant  on  mental  health  matters  to  the 
AMA. 

Testifying  before  the  House  Commerce  Subcom- 
mittee on  Communications,  Dr.  Stubblefield  said 
"television  could  teach  many  positive  lessons  and 
behavior  that  would  provide  alternatives  to  the  violent 
and  antisocial  problem-solving  so  often  conveyed  in 
today's  programming." 

Violence  now  is  a  prevalent  theme  on  TV.  said  the 
AMA  spokesman.  He  noted  earlier  testimony  of 
George  Gerbmer,  Ph.D..  that  there  was  more  violence 
during  the  fall  season  programming  than  at  any  other 
time  in  the  past  decade. 

Said  Dr.  Stubblefield:  "These  results  are  especially 
alarming  since  just  three  years  ago  network  execu- 
tives assured  another  congressional  subcommittee 


that  efforts  were  well  under  way  to  reduce  the  amount 
of  gratuitous  violence." 

The  AMA  believes  that  the  television  medium  "has 
not  even  begun  to  realize  its  potential"  in  "prosocial 
programming,"  he  said. 

"In  my  opinion,"  Stubblefield  added,  "the  televi- 
sion industry  cannot  have  it  both  ways  —  claiming  that 
they  merely  entertain,  facilitate  abreaction  and  venti- 
lation of  pent-up  emotions,  yet  denying  that  they 
shape  and  influence  behavior.  Bluntly  stated,  shaping 
and  influencing  behavior  that  is  stimulating  the  sale  of 
products  is  precisely  one  of  the  major  uses  of  televi- 
sion." 


The  new  Commissioner  of  the  Food  and  Drug  Ad- 
ministration is  Donald  Kennedy,  Ph.D.,  a  neurophysi- 
ologist  from  Stanford  University.  Dr.  Kennedy  is  the 
first  nonphysician  to  head  the  agency  in  1 1  years  but 
he  doesn't  place  much  significance  in  that  fact. 

"I've  been  active  in  the  community  of  neurophysi- 
ologists  for  some  time.  About  half  my  colleagues  who 
are  good  scientists  have  M.D.s,  the  other  half  have 
Ph.D.s.  If  I  didn't  know  something  about  their  per- 
sonal histories  I  wouldn't  know,  from  their  ability  to 
do  what  they  do,  which  was  which.  In  other  words, 
you  can  be  a  good  scientist  with  either  degree.  Fur- 
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thermore,  I  don't  think  an  M.D.  confers  you  with  an 
automatic  set  of  prejudices  about  regulation  either." 

HEW  secretary  Califano  praised  Dr.  Kennedy  in 
announcing  the  appointment  and  said  "  it  is  imperative 
that  the  FDA  act  only  in  the  public  interest  and  with 
much  greater  dispatch  than  it  has  in  the  recent  past." 

Responding  to  a  query  on  FDA's  legendary  speed 
Dr.  Kennedy  said,  "I  think  anyone  would  like  to  see  a 
larger  amount  of  dispatch  per  unit  of  protection.  Ob- 
viously, the  first  thing  one  wants  to  look  at  in  any 
agency  is  how  it  is  going  to  pursue  its  fixed  respon- 
sibilities with  great  alacrity.  The  classical  regulatory 
dilemma  is  that  on  the  one  hand  there  is  the  wish  to 
minimize  the  public  cost  of  too  speedy  introduction. 
On  the  other  hand  you'd  like  to  be  able  to  figure  the 
opportunity-cost  that  you're  paying  in  delayed  inno- 
vation. It's  no  trick  to  describe  the  problem.  The  trick 
is  to  measure  it  for  any  given  case. 


Thomas  D.  Morris,  a  member  of  the  senior  staff  of 


the  Brookings  Institution  was  named  to  the  newly 
created  post  of  Inspector  General  of  HEW. 

The  job  was  established  by  Congress  last  year  to 
oversee  a  $25  million  program,  to  find  fraud  and  abuse 
in  various  HEW  programs,  especially  Medicaid.  Mor- 
ris will  have  a  staff  of  1,000  auditors  and  100  inves- 
tigators. 

Morris,  63,  was  Assistant  Secretary  of  Defense  in 
charge  of  the  cost  reduction  program  and  procurement 
operations  from  1961  to  I968and  was  Assistant  Comp- 
troller General  from  1 970  to  1975.  For  the  past  year,  he 
has  been  a  senior  staff  member  of  the  Brookings  In- 
stitution in  Washington. 

Morris  will  focus  initially  on  the  broad  area  of 
health-care  services,  including  alleged  widespread 
fraud  in  the  Medicare  and  Medicaid  programs,  and  the 
student  loan  programs. 

Morris  will  be  responsible  both  to  the  HEW  secre- 
tary and  to  Congress.  The  importance  of  the  past  was 
underlined  by  having  the  announcement  of  Morris' 
appointment  come  from  the  White  House  rather  than 
the  secretary's  office. 
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TREATMENT  AND  LEARNING  CENTER  For 
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William  Isaac  Jones,  M.D. 

The  Mecklenburg  County  Medical  Society,  the  City 
of  Charlotte,  and  the  County  of  Mecklenburg  were 
shocked  last  November  1 5  to  learn  of  the  drowning  of 
Dr.  William  Isaac  Jones  in  an  unfortunate  boating 
accident. 

William  Isaac  Jones  was  bom  to  Thomas  William 
and  Mary  Smith  Jones  of  Fort  Mill,  S.C.,  on  Septem- 
ber 26,  1920.  He  was  married  to  Peggy  Clark  Jones  and 
they  made  their  home  at  441  Roselawn  Place  in  Char- 
lotte. He  is  survived  by  his  wife  and  seven  daughters. 

Dr.  Jones  was  not  widely  known  in  the  Charlotte- 
Mecklenburg  medical  community.  He  was  quiet,  un- 
assuming and  loath  to  take  credit.  He  had  the  ability  to 
get  things  done  without  drawing  attention  to  himself. 

He  was  graduated  from  Clemson  College  m  1942 
and  immediately  went  into  the  Army  where  he  was 
assigned  to  a  paratrooper  unit.  His  first  opportunity 
for  using  his  skill  for  getting  things  done  unobtrusively 
came  when  he  was  dropped  behind  enemy  lines  in  the 
Normandy  invasion.  The  second  was  when  he  was 
promoted  to  company  commander  during  the  Battle  of 
the  Bulge  in  Belgium.  For  his  action  in  combat,  he 
received  the  Purple  Heart,  a  Combat  Unit  Citation 
with  an  Oak  Leaf  Cluster,  the  Bronze  Star  and  the 
Belgian  Croix  de  Guerre. 

When  more  peaceful  pursuits  were  in  order,  follow- 
ing World  War  II,  he  entered  the  Medical  College  of 
South  Carolina  and  received  his  medical  degree  in 
1950.  He  served  a  rotating  internship  at  Roper  Hospi- 
tal and  returned  to  the  Army  to  serve  as  a  medical  of- 
ficer until  1953. 

Dr.  Jones  left  the  Army  to  set  up  private  practice  of 
general  medicine  in  Great  Falls,  S.C..  before  he 
moved  to  Charlotte  in  1960.  Community  contributions 
while  he  was  in  Great  Falls  included  membership  in 
the  Junior  Chamber  of  Commerce,  the  American  Le- 
gion and  the  Lions  Club.  Since  his  arrival  in  Charlotte 
in  1960  to  practice  general  medicine.  Dr.  Jones  had 
become  the  medical  director  and  a  member  of  the 
board  of  directors  of  Wilmith  Hospital.  In  this  capac- 
ity he  was  able  to  minister  effectively  to  alcoholics, 
that  segment  of  the  population  that  most  physicians 
prefer  to  bypass.  Other  activities  during  this  period 
included  solicitation  of  funds  and  personal  financial 
aid  to  the  Holly  School  for  Retarded  Children  in 
Greenville,  S.C.,  and  encouragement,  recommenda- 
tion and  financial  aid  to  several  young  medical  stu- 
dents now  serving  as  doctors  in  South  Carolina. 

At  the  time  of  his  death.  Dr.  Jones  was  a  member  of 
the  Arherican  Medical  Association,  the  North 
Carolina  Medical  Society,  the  Mecklenburg  County 
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Medical  Society,  the  American  Academy  of  Family 
Physicians  and  the  American  Council  on  Alcoholism. 
Mecklenburg  County  Medical  Society 

Orpheus  Evans  Wright,  M.D. 

Orpheus  Evans  Wright  was  bom  August  9,  1897, 
in  Salisbury,  North  Carolina.  He  attended  the 
Winston-Salem  public  schools  and  the  University  of 
North  Carolina  and  received  his  M.D.  degree  from 
Emory  University.  He  then  served  an  intemship  at 
Lexington  Hospital,  New  York  City.  He  entered  gen- 
eral practice  of  medicine  in  Winston-Salem  in  1928 
and  continued  in  practice  until  he  suffered  a  disabling 
stroke  in  1972.  This  44-year  period  of  practice  was 
interrupted  only  by  military  service  during  World  War 
I,  when  he  served  with  Base  Hospital  65  in  France. 

Dr.  Wright  represented  a  rare  breed  of  physicians 
who  devote  themselves  almost  exclusively  to  the  care 
of  their  patients.  His  outside  interests  were  few.  He 
seemed  content  to  direct  all  his  energies  to  the  care  of 
the  sick  or  distressed. 

He  is  survived  by  his  wife,  four  children  and  four 
grandchildren. 

His  loss  on  January  17,  1977.  will  be  deeply  felt  by 
those  of  us  who  were  the  recipients  of  his  kindness  and 
friendship. 

Forsyth  County  Medical  Society 


William  M.  B.  Brown,  M.D. 

Whereas,  Dr.  William  M.  B.  Brown,  a  loyal  member 
of  the  Pitt  County  Medical  Society  for  many  years, 
died  on  December  23,  1976,  and 

Whereas,  Dr.  Brown  served  the  Pitt  County  Medi- 
cal Society  as  an  officer  as  well  as  a  member  for  many 
years,  and 

Whereas,  Dr.  Brown  exhibited  the  traits  that 
characterize  a  Christian  gentleman  in  the  care  of  his 
patients  as  well  as  in  his  dealings  with  his  fellowman, 
and 

Whereas,  Dr.  Brown  served  his  country  with  dis- 
tinction during  World  War  II,  and 

Whereas.  Dr.  Brown  was  devoted  to  his  family,  his 
church,  and  to  all  that  makes  for  a  good  life,  and 

Whereas,  the  Pitt  County  Medical  Society  has  sus- 
tained a  great  loss  in  the  passing  of  Dr.  Brown, 

Be  it  resolved  that  a  copy  of  this  memorial  be  incor- 
porated in  the  minutes  of  the  Pitt  County  Medical 
Society. 

Be  it  resolved,  also,  that  a  copy  be  forwarded  to  Dr. 
Brown's  family. 

Pitt  County  Medical  Society 
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Classified  Ads 


MEDICAL/PROGRAM  Director.  Physician's  Assistant  Program, 
Pitt  Technical  Institute:  Individual  must  be  physician;  experience 
in  family  practice  is  desired.  Medical/Program  Director  will  be 
responsible  for  overall  development  of  new  P.  A.  Program  including 
instruction  and  administration:  should  be  able  to  provide  compe- 
tent medical  direction  for  classroom/clinical  instruction  and  clinical 
relationships  with  other  educational  programs.  Position  available 
7/1/77;  salary  open.  Closing  date  for  applications — 6-30-77.  For 
information,  contact:  Dr.  Charles  Russell.  Ass't  to  President,  Pitt 
Tech.  Inst.,  P.O.  Drawer  7007,  Greenville.  NC  27834  (919)  756- 
3130,  .An  Equal  Opportunity  Employer. 

EMERGENCY  PHYSICIAN:  Career-oriented  emergency  physician 
needed  to  complete  full-time  group  at  excellent  private  hospital  with 
full  specialty  back-up;  university  affiliations  encouraged;  competi- 
tive salary  and  benefits;  outstanding  opportunity  for  well-qualified 
emergencv  phvsician.  Please  contact:  Douglas  I.  Hammer,  M.D., 
P.O.  80x30788,  Raleigh,  N.C.,  (919)-782-5488. 

CONFERENCES  FOR  MEDICAL  PROFESSIONALS.  A  calendar 
listing  of  over  500  national/international  meetings,  conferences  and 
seminars  in  the  medical  sciences  for  1977.  All  medical  specialties 
included.  Send  a  $10.00  check  or  monev  order  pavable  to  Profes- 
sional Calendars,  P.O.  Box  40083,  Washington,  D.C.  20016. 


PHYSICIAN  LOANS  BY  MAIL  Signature  only.  $5,000  to  $25,000. 
Use  for  Starting  New  Practice,  Equipment  Purchase,  Investment, 
etc.  For  information  in  strict  confidence  write:  \V.  Vern  Britton. 
Pres.,  Financial  Resources  Co.,  Box  502,  Richmond,  Virginia 
23204 


EMERGENCY  PHYSICIANS  WANTED:  Hospital  seeking  to  begin 
full  time  emergency  physician  coverage.  Need  two  men  at  this  time. 
Prefer  Emergency  Medical  Trained  Men;  however,  not  necessary. 
Graduate  of  American  Medical  School.  Salary,  $50,000  range. 
Excellent  area  for  hunting.  Ashing,  water  sports,  etc.  Contact:  John 
P.  Davis,  Administrator,  Beaufort  Countv  Hospital,  East  12th 
Street,  Washington,  N.C.  27889. 


PIfYSICIANS  NEEDED:  M.D.'s  having  completed  or  near  comple- 
tion of  internships  or  residencies  for  hospital/clinics/flight  surgeon 
duties.  Choice  of  duty  station,  $30,000-40,000  starting  salary, 
travel  and  relocation  expenses  paid,  30  days  paid  vacation  annu- 
ally, duty  rotation  allows  excellent  family  life.  Contact  LT.  Ron 
Hewett,  Navv  Phvsician  Programs,  Navv  Recruiting  District,  P.O. 
Box  18568,  Raleigh,  N.C.  27609  or  call  collect  (919)  872-2547. 


■NPLSTmAL  PHYSICIAN 

Occupational  Medicine 


R.  J.  Reynol(ds,  Inc.  has  an  attractive, 
long-term  opportunity  for  an 
experiencecJ,  boar(d-qualifie(j  Industrial 
Physician  to  join  a  Corporate  Medical 
Department  Staff.  Will  report  to 
Medical  Director  and  practice  under 
ideal  conditions  in  modern  facilities. 

We  offer  fully  commensurate  salary 
and  liberal  fringe  benefits  including 
paid  vacation,  CME,  life  insurance, 


Tobacco  Products 
Foods  &  Beverages 
Oil  &Gas 
Packaging 
Transportation 
Aluminum 


RJReynolds  Industries.  Inc 


health  coverage,  retirement  plan, 
malpractice  insurance  and  paid 
relocation. 

Position  is  based  at  our  headquarters 
in  Winston-Salem  —  an  area  noted 
for  its  living,  cultural,  recreational  and 
educational  attractions,  within  easy 
reach  of  the  Atlantic  Ocean  resorts 
and  the  Blue  Ridge  Mountains. 

Send  curriculum  vitae  and  salary 
requirements  in  confidence  to:  Mr. 
Denis  G.  Simon,  Manager  of 
Employment,  R.  J.  Reynolds 
Industries,  Inc.,  401   North  Main  Street, 
Winston-Salem,  North  Carolina  27102 

An  Equal  Opportunity  Employer,  MIF. 


May  1977.  NCMJ 
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WINCHESTER 

''CAROLINAS'  HOUSE  OF  SERVICE" 


Winchester  Surgical  Supply  Company 

200  South  Torrence-St.         Charlotte.  N.C.  28204 
Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.         Greensboro.  N.C.  27401 
Phone  No.  919-272-5656 

Sening  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROUNA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  Nurth  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 


\ 


298 


Vol.  38.  No.  5 


^rochT) 


For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DS 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tabiet  b.i.cl.f  or  10  to  14  days 


Double 

strength 

Tablets 


■  Action  at  urinary /vaginal /lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■  Distinctive  antibacterial  action  plus  wide  spectrum 
hielps  eradicate  recurrent  UTI 

■  Low  incidence  of  bacterial  resistance  in  community 
practice 


■  Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■  Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC's  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a  summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli.  Klebsiella-Enterobacter.  Proteus 
mirabilis.  Proteus  vulgaris,  Proteus  morgann  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a  single  effective  antibacterial  agent  rather 
than  the  combination.  Wo(e  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  unnary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carina  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9  months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
{Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim  A  laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a  likely  re- 
sponse "Resistant"  indicates  that  response  is  unlikely 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides, pregnancy:  nursing  mothers,  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides  Sore  throat,  fever  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended:  therapy  should  be  discontinued  if  a  signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency  severe  allergy  or 
bronchial  asthma  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency  hemolysis,  frequently  dose-related,  may 
occur  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim 
Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopema,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation,  arthralgia  and  allergic  myocarditis  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy  fatigue,  muscle 
weakness  and  nervousness  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L  E  phenomenon   Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients: 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections   Usual  adult  dosage — 1  DS  tablet 
(double  strength),  2  tablets  (single  strength)  or  4  teasp  (20  ml) 
b.i  d  for  10-14  days 

Recommended  dosage  for  children — 8  mg  kg  trimethoprim 
and  40  mg.'kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A  guide  follows 

Children  two  months  of  age  or  older 


Weight 

lbs            kgs 

20               9 
40              18 
60             27 
80              36 

Dose- 
Teaspoonfuls 

1  teasp  (5  ml) 

2  teasp.  (10  ml) 

3  teasp.  (15  ml) 

4  teasp  (20  ml) 

—every  12  hours 
Tablets 

Vz  tablet 

1  tablet 
1'/2  tablets 

2  tablets  or  1  DS  tablet 

For  patients  with  rena 

impairment: 

Creatinine 
Clearance  (ml 

mm) 

Recommended 
Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

V2  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis   Recommended  dosage: 
20  mg.'kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6  hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100: 
Tel-E-Dose-  packages  of  100  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500:  Tel-E-Dose-  packages  of  100,  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-liconce  flavored— bottles  of  16  oz 
(1  pint) 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  inc 

Nutley  New  Jersey  071 10 


Please  see  back  cover. 


Bactrim  fights  uropatliogens  in  the 
urinary  tract/vaginai  tract/lower  intestinai  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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IN  THIS  ISSUE: 

SPECIAL  ARTICLE:  The  President's  Address.  The  Medical  Society  —  An  Integrationist  Organization:  E.  Harvey  Estes,  Jr.,  M.D. 

Oral  Contraceptives  and  Myocardial  Infarction:  Gary  S.  Berger,  M.D.,  M.S.P.H. 

Parenteral  Nutrition  in  the  Management  of  Enterocutaneous  Fistulas:  John  P.  Grant,  M.D.,  Martha  A.  Pittman,  B.S.,  Michelle  M.  Maher 
R.N.,  and  R.  Scott  Jones,  M.D. 


From  Lilly/Dista  Reseli^^H  sm  tm 


NALFON 

fenoprvfen  calcium^ 

300-mg:  Pulvules® 


DISTA 


Dista  Products  Company 

Division  of  Ell  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  inlormatlon  available  to  the  profession 
on  request. 

'Present  as  345.9  mg.  of  tfie  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 


M 


If 


1977  Committee  Conclave 
Sept.  21-25— Southern  Pines 


1978  Leadership  Conference 
February  3-4 — Raleigh 


1978  Annual  Sessions 
May  4-7 — Pinehurst 
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A  pharmacokinetic 
character  all  its  own 


0 

O-hydroxydiozepom 


Before  prescribing,  please  consult  complete 
product  information,  a  summary  of  which  follows: 

Indications:  Tension  and  anxiety  states,  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local 
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desmethyldiozepom 

Valium  (diazepam)  is  a 
benzodiazepine  with  a  distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 
The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a  pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a  factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patient's  body. 

Valium;^ 

(diazepam)  ^ 

2-mg,5-nng,  10  mg  scored  tablets 

a  prudent  choice  in  psychic 

tension  and  anxiety 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug-  Children  under  6 
oxozepom  months  of  age.  Acute 

narrow  angle  glaucoma; 
may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 
Osage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychot/opics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


TRY  THIS  30-SECOND  QUIZ 
ONLY  IF  MONEY  IS  IMPORTANT  TO  YOU 


QUESTIONS 

1.  What  profession  in  North  Carohna  has  professional  habihty  insurance  available 
through  other  than  a  traditional  insurance  industry  company? 

2.  What  line  of  insurance  has  the  industry  seen  fit  to  lower  rates  on  by  almost  50% 
while  almost  all  other  lines  continue  to  rise? 

3.  Do  you  feel  your  professional  liability  rates  would  be  as  low  as  they  are  now  if 
nonindustry  competiticm  was  not  present? 

4.  Do  you  w  ant  rates  for  professional  liability  insurance  to  continue  to  be  competitively 
priced? 

5.  Are  you  now  insured  with  Medical  Liability  Mutual  Insurance  Company  ol  North 
Carolina? 

6.  WHY  NOT? 


ANSWERS 

1.  Only  the  medical  profession  at  present  in  North  Carolina. 

2.  \^()uld  you  believe  professional  liability  for  M.D.'s? 

3.  Just  look  at  where  your  rates  were  headed  before  MLMK'  entered  the  picture. 

4.  If  "YES."  support  MLMIC.  If  ••NO."  insure  elsewhere. 

5.  If  "•YES."  results  talk.  If  •"NO."  shall  we  send  an  application? 

6.  There  is  no  good  reason,  is  there? 

FOR  INFORMATION,  CONTACT: 

MEDICAL  LIABILITY  MUTUAL  INSURANCE  COMPANY  OF  N.C. 

222  North  Person  Street,  P.O.  Box  27285 

Raleigh,  North  Carolina  27611 

Telephone:  919/828-9334 


^ 


Ship  Watch  Vilkb  are  for  those  who  love  oceanside 
living,  with  a  touch  of  elegance  Nestled  behind  the 
dune  line,  almost  every  one  of  these  vacation  homes  J'"' 
has  a  dramatic  ocean  view  yet  is  a  short  walk    ^j^     /■  <    j 
from  all  the  resort  facilities  at  Kiawah      ^        "^C      ». '\» 
Pnces  range  from  $58  QQ}^  to  $88,000      *     ..  ^7 , , ,  _^/  ^- 
for  one  and  two  bedroom  villas. 
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Kiawah  is  an  island  of  ench^&^  beauty, 
blessed  witJi  an  abundance  of  wildlife ,  a  balmy  climate  and  clote  proximity  to  historic  Charleston.  With 
its  golf,  tennis  and  potpourri  of  restaurants,  shops  and  galleries,  it  is  an  ideal  environment  for  a  permanent 
f'j\  or  vacation  home,  for  more  information, 
mail  the  coupon  or  call  803/559;2777. 
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Obtain  HUD  Property  Report  from  developer  and  rea4it  before  signing  anything. 
HUD  neither  approves  the  merits  of  the  offering  nor  the^palue,  if  any,  df  the  property. 
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AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virgmia  Pathology  Laboratories,  Inc.) 


11091  Mam  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 


NEW  DIAGNOSTIC 
SERVICES  IN; 


VIRAL  ISOLATION  &  IDENTIFICATION 

ALL  RESPIRATORY  VIRUSES 

SYSTEMIC  VIRUSES 

CUTANEOUS  VIRUSES 

GASTROINTESTINAL  VIRUSES 

CENTRAL  NERVOUS  SYSTEM  VIRUSES 

UROGENITALVIRUSES 

Isolation  and  identification  of  clinically  ^'anmcant  viruses  are  rapidly  gaming 
arcPDtance  as  an  invaluable  aid  m  the  diagnosis  of  viral  disease  In  the  past^ 
SorSS  "th  the  capability  to  furnish  these  important  results  withm  a  reasonable 
time  and  cost  have  been  rare  or  nonexistent. 

,k^«  AK/ii    haQ  added  the  services  of  viral  isolation  and 

the  United  States  This  insures  rapid  processing  of  specimens  and  n^aximuni  recoye^V 
of  viruses  Added  to  our  previously  existing  services  of  viral  serology  and  electron 
microscopy  the'new  virolo'gy  services  allow  us  to  furnish  complete  laboratory  data  ,o 
the  physician  diagnosing  viral  diseases. 

AMERICAN  MEDICAL  LABORATORIES  is  a  full-service  laboratory,  operated  and 
supev'sedbv  pathologists,  and  dedicated  to  providing  prompt  and  accurate  results. 


GENTLEMEN:  PLEASE  SEND  ME 


3  A  Copy  of  Your  Professional  Services  Manual 
H  A  Copy  of  Your  Capabilities  Brochure 


PLEASE  DELIVER: 

I 1  Vials  (request  number)  of  viral  transport  media  (VTM) 
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A  balancing  act: 
Blood  pressure 
reductionvs 
potassium  depletion 


I    ■■■■■■    i.^t^^^-r:. 


From  a  1-year  study  of  18  patients 
with  mild  uncomplicated 
hypertension  published  In  The  Lancet" 
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Once  a  day 

Naturetin 


Diastolic  blood  pressure  down  12-15% 
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Time  (months) 
4|       51       61       7|       8|       91     101      111     121 

"The  mean  pretreatment  blood  pressure  was 
170/103nnmHg  (supine)  and  166/100mnnHg 
(standing).  Diastolic  pressure  continued  to 
fall  over  the  first  6  months  and  then  there  was 
no  further  change  up  to  1  year. The  mean 
blood  pressure  at  12  months  was  153/88 mm  Hg 
(supine)  and  142/88  mm  Hg  (standing)." 

"The  patients  were  receiving  a  single  daily 
dose  of  10  mg  bendrofluazide  [bendroflumethi- 
azide]... there  were  no  apparent  side  effects 
from  the  medication." 

*Wllkinson  PR  et  al;  The  Lancet  1:759-762,1975. 


Once  a  day 

Naturetin 


IMHIilillSi 


2.5,5and10mg 


Potassium  stabilized  at  96%  mean  TBK 


Mean  total  body  potassium 


Time  (months) 
1|      2|       3|       4|       5|       6|      71       81       9|     10|      11|     12| 


"The  amount  of  potassium  loss  during  the 
period  of  study  did  not  seem  to  be  clinically 
significant." 

"A  serum  potassium  of  less  than  3,5mmol  per 
litre  is  often  taken  as  the  value  below  which 
potassium  supplements  should  be  given. ..At 
an  arbitrary  lower  value  for  serum  potassium 
of  S.Ommol  per  litre,  few  patients,  our  data 
suggest,  would  need  potassium  supplements. 
Ourfindings  with  TBK  support  this  view..." 

See  next  page  for  full  prescribing  information. 


Once  a  day 

Naturetin 

Bendroflumethiazide 
Tablets  n.f. 


NATURETIN-2.S 

NATURETIN--S 

NATURETIN  -10 

Bendroflumethiazide  Tablets  N.F. 

DESCRIPTION 

Naturetin  (Bendroflumethiazide Tablets  N  F  ) 

is  a  benzottiiadiazme  derivative  containing  a 

benzyl  and  a  trifluoromethyl  group.  It  is  a 

potent  oral  diuretic  and  antitiypertensive 

agent  available  as  compressed  tablets 

providing  2  5,  5.0,  or  1  0  mg. 

bendrotlumettiiazide 

ACTIONS 

Ttie  mectianism  of  action  results  in  an 

interference  withi  tfie  renal  tubular 

mecfianism  of  electrolyte  reabsorption  At 

maximal  therapeutic  dosage  all  thiazides  are 

approximately  equal  in  their  diuretic  potency. 

The  mechanism  whereby  thiazides  function 

in  the  control  of  hypertension  is  unknown. 

INDICATIONS 

Naturetin  (Bendroflumethiazide  Tablets  N.F  ) 

IS  indicated  as  adjunctive  therapy  in  edema 

associated  with  congestive  heart  failure, 

hepatic  cirrhosis  and  corticosteroid  and 

estrogen  therapy. 

Bendroflumethiazide  has  also  been  found 
useful  in  edema  due  to  various  forms  of  renal 
dysfunction  such  as  nephrotic  syndrome, 
acute  glomerulonephritis,  and  chronic  renal 
failure 

Naturetin  (Bendroflumethiazide  Tablets 
N.F  )  IS  indicated  in  the  management  of 
hypertension  either  as  the  sole  therapeutic 
agent  or  to  enhance  the  effectiveness  of 
other  antihypertensive  drugs  in  the  more 
severe  forms  of  hypertension. 

Usage  in  Pregnancy.  The  routine  use  of 
diuretics  in  an  otherwise  healthy  woman  is 
inappropriate  and  exposes  mother  and  fetus 
to  unnecessary  hazard  Diuretics  do  not 
prevent  development  of  toxemia  of 
pregnancy,  and  there  is  no  satisfactory 
evidence  that  they  are  useful  in  the  treatment 
of  developed  toxemia. 

Edema  during  pregnancy  may  arise  from 
pathological  causes  or  from  the  physiologic 
and  mechanical  consequences  of 
pregnancy.  Thiazides  are  indicated  in 
pregnancy  when  edema  is  due  to  pathologic 
causes,  just  as  they  are  in  the  absence  of 
pregnancy  (see  WARNINGS)  Dependent 
edema  in  pregnancy,  resulting  from 
restriction  of  venous  return  by  the  expanded 
uterus,  IS  properly  treated  through  elevation 
of  the  lower  extremities  and  use  of  support 
hose,  use  of  diuretics  to  lower  intravascular 
volume  in  this  case  is  illogical  and 
unnecessary  There  is  hypervolemia  during 
normal  pregnancy  which  is  harmful  to  neither 
the  fetus  nor  the  mother  (in  the  absence  of 
cardiovascular  disease),  but  which  is 
associated  with  edema,  including 
generalized  edema,  m  the  majority  of 
pregnant  women.  If  this  edema  produces 
discomfort,  increased  recumbency  will  often 
provide  relief  In  rare  instances,  this  edema 
may  cause  extreme  discomfort  which  is  not 
relieved  by  rest.  In  these  cases,  a  short 
course  of  diuretics  may  provide  relief  and 
may  be  appropriate. 
CONTRAINDICATIONS 
Bendroflumethiazide  is  contraindicated  in 
anuria 


It  is  also  contraindicated  in  patients  who 
have  previously  demonstrated 
hypersensitivity  to  it  or  other  sulfonamide- 
derived  drugs 
WARNINGS 

Bendroflumethiazide  should  be  used  with 
caution  in  severe  renal  disease  In  patients 
with  renal  disease,  thiazides  may  precipitate 
azotemia  Cumulative  effects  of  the  drug  may 
develop  in  patients  with  impaired  renal 
function 

Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor 
alterations  of  fluid  and  electrolyte  balance 
may  precipitate  hepatic  coma. 

Thiazides  may  be  additive  or  may 
potentiate  the  action  of  other 
antihypertensive  drugs.  Potentiation  occurs 
with  ganglionic  or  peripheral  adrenergic 
blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients 
with  a  history  of  allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or 
activation  of  systemic  lupus  erythematosus 
has  been  reported 

Usage  in  Pregnancy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood 
The  use  of  thiazides  in  pregnant  women 
requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the 
fetus  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly 
other  adverse  reactions  which  have  occurred 
in  the  adult. 

Nursing  Mothers,  Thiazides  appear  m 
breast  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PRECAUTIONS 

Periodic  determination  of  serum  electrolytes 
to  detect  possible  electrolyte  imbalance 
should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy 
should  be  observed  for  clinical  signs  of  fluid 
or  electrolyte  imbalance;  namely, 
hyponatremia,  hypochloremic  alkalosis,  and 
hypokalemia  Serum  and  urine  electrolyte 
determinations  are  particularly  important 
when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Medication  such 
as  digitalis  may  also  influence  serum 
electrolytes  Warning  signs,  irrespective  of 
cause,  are  dryness  of  the  mouth,  thirst, 
weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria, 
tachycardia,  and  gastrointestinal 
disturbances  such  as  nausea  and  vomiting 

Hypokalemia  may  develop  with  thiazides 
as  with  any  other  potent  diuretic,  especially 
with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of 
corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia 
Digitalis  therapy  may  exaggerate  metabolic 
effects  of  hypokalemia  especially  with 
reference  to  myocardial  activity . 

Any  chloride  deficit  IS  generally  mi  Id  and 
usually  does  not  require  specific  treatment 
except  under  extraordinary  circumstances 
(as  in  liver  disease  or  renal  disease)  Dilutional 
hyponatremia  may  occur  in  edematous 
patients  in  hot  weather,  appropriate  therapy  IS 
water  restriction,  rather  than  administration  of 
salt  except  in  rare  instances  when  the 
hyponatremia  is  life  threatening.  In  actual  salt 
depletion,  appropriate  replacement  isthe 
therapyofchoice 

Hyperuricemia  may  occur  or  frank  gout 
may  be  precipitated  in  certain  patients 
receiving  thiazide  therapy. 

Insulin  requirements  in  diabetic  patients 
may  be  increased,  decreased,  or 
unchanged  Latent  diabetes  mellitus  may 
become  manifest  during  thiazide 
administration. 


Thiazide  drugs  may  increase  the 
responsiveness  to  tubocurarine 

The  antihypertensive  effects  of  the  drug 
may  be  enhanced  in  the  postsympathectomy 
patient 

Thiazides  may  decrease  arterial 
responsiveness  to  norepinephrine  This 
diminution  is  not  sufficient  to  preclude 
effectiveness  of  the  pressor  agent  for 
therapeutic  use.  If  emergency  surgery  is 
indicated,  preanesthetic  and  anesthetic 
agents  should  be  administered  in  reduced 
dosage. 

If  progressive  renal  impairment  becomes 
evident,  as  indicated  by  a  rising  nonprotein 
nitrogen  or  blood  urea  nitrogen,  a  careful 
reappraisal  of  therapy  is  necessary  with 
consideration  given  to  withholding  or 
discontinuing  diuretic  therapy. 

Thiazides  may  decrease  serum  RBI  levels 
without  signs  of  thyroid  disturbance 
ADVERSE  REACTIONS 
Gastrointestinal  System  anorexia,  gastric 
irritation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic  jaundice),  and  pancreatitis 
Central  Nervous  System  dizziness,  vertigo, 
paresthesia,  headache,  and  xanthopsia 
Hematologic  leukopenia,  agranulocytosis, 
thrombocytopenia,  and  aplastic  anemia. 
Dermatologic-Hypersensitivity:  purpura, 
photosensitivity,  rash,  urticaria,  and 
necrotizing  angiitis  (vasculitis,  cutaneous 
vasculitis)  Cardiovascular  orthostatic 
hypotension  may  occur  and  may  be 
aggravated  by  alcohol,  barbiturates  or 
narcotics  Other,  hyperglycemia,  glycosuria, 
occasional  metabolic  acidosis  in  diabetic 
patients,  hyperuricemia,  allergic 
glomerulonephritis,  muscle  spasm, 
weakness,  and  restlessness. 

Whenever  adverse  reactions  are  moderate 
or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 
DOSAGE  AND  ADMINISTRATION 
Therapy  should  be  individualized  according 
to  patient  response.  This  therapy  should  be 
titrated  to  gain  maximal  therapeutic  response 
as  well  as  the  minimal  dose  possible  to 
maintain  that  therapeutic  response. 

Diuretic  The  usual  dose  is  5  mg.  once 
daily,  preferably  given  in  the  morning.  To 
initiate  therapy,  doses  up  to  20  mg  may  be 
given  once  daily  or  divided  into  two  doses  A 
single  daily  dose  of  2  5  to  5  mg  should 
suffice  for  maintenance. 

Alternatively,  intermittent  therapy  may  be 
advantageous  in  many  patients.  By 
administering  the  preparation  every  other 
day  or  on  a  three  to  five  day  per  week 
schedule,  electrolyte  imbalance  is  less  likely 
to  occur;  however,  the  possibility  still  exists 

In  general,  the  lowest  dosage  that  achieves 
the  therapeutic  response  should  be 
employed 

Antihypertensive  The  suggested  initial 
dosage  IS  5  to  20  mg  daily  Maintenance 
dosagemay  rangefrom  2  5to  15  mg  per 
day,  depending  on  the  individual  response  of 
the  patient.  When  the  diuretic  is  used  with 
other  antihypertensive  agents,  lower 
maintenance  doses  for  each  drug  are  usually 
sufficient 
STORAGE 

Store  at  room  temperature;  avoid  excessive 
heat. 

HOW  SUPPLIED 

2  5mg  tablets  in  bottles  of  100,  5  mg  tablets 
(scored)  in  bottles  of  1 00  and  1 000,  and  1 0 
mg  tablets  (scored)  in  bottles  of  100 
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Account  No.  1  0  9  3  2 
Date:  2/2/7  7 


MR.    B.    P.    PATIENT 
1528    EVERY    DRIVE 
ANYTOWN,    SC    29109 

STATEMENT  OF  ELECTROLYTE  BALANCE 

Account  of:  PATIENT    WITH    HYPERTENSIO 
Transaction:  THERAPY    WITH    THIAZIDE 

Status:  Blood  Pressure:  SATISFACTORY 

Salt:  SATISFACTORY 


Potassium:  OVERDRAWN 


WHEti  TREATING  HYPERTENSION^ 

DON'T  OVERDR/Nt^THE  POTASSIUM  BALANCE 


fixctw 


OL\TE 


W^ 


MR.    B- 

1B28   t»^--.    ?9iuy    . 


TRrAMTERENE  LIMITS  POTASSIUM  LOSS 
AS  HyDROCHLOROTHIAZIDE  LOWERS 
BLOOD  PRESSURE 


Each  capsule  contains  50  mg.  of  Dyrenium-  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


The  difference  in  'Dyazide'  is  its  'Dyrenium'  component,  which 
acts  to  reduce  thiazide-induced  excessive  excretion  of  potassium. 
Dietary  potassium  supplements  or  potassium  salts  should  not  be 
used  with  'Dyazide'  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired. 

'Dyazide'  can  occasionally  cause  hyperkalemia.  Serum  potassium 
and  BUN  should  be  checked  periodically  during  therapy,  particu- 
larly in  patients  with  suspected  or  confirmed  renal  insufficiency 
(e.g.,  elderly  or  diabetic  patients).  If  hyperkalemia  develops, 
'Dyazide'  should  be  withdrawn  and  a  thiazide  alone  substituted. 
Routine  use  of  diuretics  in  healthy  pregnant  women  is 
inappropriate. 


*See  next  page  for  indications  and  brief  summary  of  prescribing 
information.  Not  for  initial  therapy.  Dosage  should  be  titrated  to 
the  individual  (See  Box  Warning). 


SK&F  Co..  Carolina,  P.R.  00630 


SI^&F  CO. 

a  SmithKline  company 


W/ODE 


@     Each  capsule  contains  50  mg.  of 

Dyrenium"  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


MAKES  SENSE  FOR 
LONG-TERM  CONTROL 
OF  HYPERTENSION.* 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDR.  A  brief  summary  follows: 


WARMNG 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  convenient 
in  patient  management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


Indications;  When  the  combination  represents  the  dosage 
determined  by  titration:  Adjunctive  therapy  in  edema 
associated  with  congestive  heart  failure,  hepatic  cirrhosis, 
the  nephrotic  syndrome.  Corticosteroid  and  estrogen- 
induced  edema,  idiopathic  edema;  hvpertension.  when  the 
potassium  sparing  action  of  triamterene  is  warranted. 
(See  Box  Warning.)  Routine  use  of  diuretics  in  healthy 
pregnant  women  is  inappropriate;  they  are  indicated  in 
pregnancy  only  when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated 
serum  potassium.  llypersensiti\aty  to  either  component 
or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
of  potassium  is  markedly  impaired.  If  supplementary 
potassium  is  needed,  potassium  tablets  should  not  be  used. 
Hyperkalemia  can  occur  and  has  been  associated  with 
cardiac  irregularities.  It  is  more  likely  in  the  severely  ill, 
with  unne  volume  less  than  one  liter/day,  the  elderly  and 


diabetics  with  suspiected  or  confirmed  renal  insufficiency. 
Periodically,  serum  K '  levels  should  be  determined.  If 
hyperkalemia  develops,  substitute  a  thiazide  alone,  restrict 
K"  intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use  in  preg- 
nancy requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocyto- 
penia, other  adverse  reactions  seen  in  adults.  Tliiazides 
appear  and  tnamterene  may  appear  in  breast  milk.  If  their 
use  is  essential,  the  patient  should  stop  nursing.  Adequate 
information  on  use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electroKte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  susf)ected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impending  coma  in 
severe  liver  disease.  If  spironolactone  is  used  concomitantly, 
determine  serum  K    frequently;  both  can  cause  K    retention 
and  elevated  serum  K   .  Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes  were 
not  properly  monitored).  Observe  regularly  for  pxjssible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic  reac- 
tions. Blood  dyscrasias  have  been  reported  in  patients 
receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been  reported 
with  thiazides.  Tnamterene  is  a  weak  folic  acid  antagonist. 
Do  penodic  blood  studies  in  cirrhotics  with  splenomegaly. 
Antihypertensive  effect  may  be  enhanced  in  post-sympa- 
thectomy  patients.  Use  cautiously  in  surgical  patients.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis.  'Dyazide' interferes 
with  fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 


SI^&F  CO. 

a  SmithKline  company 


To  the 

physician 

whose  practice  needs 

Q  new  perspective. 


Look  into  fiir  Force 
fierospoce  Medicine. 

As  an  Air  Force  Flight  Surgeon,  you  will 
have  a  truly  general  practice  on  the 
ground,  while  in  the  air  you  will  fly  with 
and  observe  aircrew  members —  adding 
a  new  perspective  to  your  medical  career 
The  Air  Force  gives  you  the  respect  of 
your  profession  and  fhe  prestige  of  an 
Air  Force  officer.  In  addition  to  the 
numerous  benefits  of  an  Air  Force  career 
you  will  also  have  the  opportunity  to  com- 


Mail  the  coupon  below  for  all  the  information. 


pete  with  other 
physicians  for  an 
outstanding  educa- 
tion program.  It's  the 
way  to  pull  your  entire 
life  into  perspective — time 
for  your  family,  time  for  your- 
self, and  time  to  advance  in  your 
profession. 

Examine  your  opportunities  now 

\  "^y  (   Or  write  for  more  information. 
A  Great  Wav  of  Life. 


310  New  Bern  .Ave,,  Rm.  606 
Raleigfi,  N.C.  27611 
Call:  919,'755-tl34 
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Life  around  the  Headquarters  Building  is  always  frenzied,  harrassed  and  overextended 
!when  the  Legislature  is  in  session,  and  this  year  it  is  even  more  so.   The  various 

offices  resemble  the  headquarters  tent  in  a  military  campaign,  with  hour  by  hour  re- 
' ports  from  the  trenches,  opinions  from  field  commanders,  etc. 

At  times  this  year,  we  have  wondered  whether  or  not  there  were  any  troops!   We  have 
clearly  been  out-fought  in  skirmish  after  skirmish.   The  optometrists  and  the  chiro- 
practors, each  group  numbering  less  than  300  members,  have  been  able  to  muster  more 
activity  with  individual  members  of  the  legislature  than  the  physicians,  who  number 
over  5,000. 


I  This  is  not  to  say  that  progress  has  not  been  made.   Both  the  optometry  bill  and  the 
chiropractic  redefinition  bill  have  been  amended  in  such  a  way  as  to  be  much  less  odious, 
but  these  amendments  are  subject  to  challenge  at  later  stages,  so  we  cannot  afford  to  be 
complacent. 

i  ■  ■         ■ 

My  mail  has  contained  many  letters  relating  to  the  above  situation.   Most  have  express- 
,  ed  the  same  sentiments  -  we  have  dedicated,  effective  and  seasoned  representatives  in 
,i  Stuart  Shadbolt,  John  Anderson  and  Archie  Johnson,  but  we  have  been  too  dependent  on 
Ij  their  activities  and  have  not  supported  them  by  "back  home"  contacts.   For  example,  one 
I  of  our  friends  in  the  Legislature  commented  that  he  had  not  received  a  single  call  or 
.letter  regarding  the  Chiropractor  redefinition  bill  from  physicians,  but  had  received 

a  steady  barrage  of  calls  and  letters  from  chiropractors. 


What  is  wrong?  What  can  we  do? 


One  thing  is  quite  clear.   The  county  medical  society  has  been,  with  a  few  notable 
exceptions,  very  inactive  in  political  matters.   Think  about  it.   Does  your  county 
society  have  an  active  legislative  or  political  action  committee?   Does  it  present, 
discuss  and  take  a  stand  on  the  issues  facing  medicine?   Has  your  county  society  in- 
vited your  local  senators  and  representatives  to  a  society  meeting,  and  invited  dis- 
cussion of  medical  issues?   If  not,  give  your  county  society  officers  a  call! 

Another  thing  is  equally  clear.   Most  doctors  are  so  busy  with  the  day-by-day  job  of 
caring  for  patients  that  they  don't  feel  that  they  can  afford  to  take  time  for  politi- 
cal activities.   How  many  of  you  have  written  or  called  your  legislators  on  any  matter 
over  the  past  year?   Financial  contributions  are  by  no  means  the  only  way  to  increase 
your  effectiveness.   How  about  a  short  note  when  he/she  makes  a  public  comment  with 
I  which  you  agree.   How  about  congratulations  when  he/she  receives  an  important  appoint- 
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ment.   Most  legislators  are  intelligent,  hard  working  people  who  sincerely  value  your 
opinion  on  medical  matters,  so  don't  disappoint  them.  An  even  more  effective  time  and 
place  to  communicate  your  ideas  is  when  a  candidate  announces  for  public  office.   Early 
support  is  rarely  forgotten. 

We  also  are  divided  into  special  interest  groups,  and  we  fail  to  become  concerned  unless 
our  own  interests  are  affected.   Our  opponents  are  unified,  and  select  one  specific 
issue  for  concentrated  effort  in  each  legislative  session.   We  must  concern  ourselves 
with  all  matters  affecting  physicians.   If  the  special  interest  group  being  affected 
by  a  proposed  bill  is  doing  a  poor  job  in  presenting  its  case,  the  rest  of  us  should 
tell  them  that  this  is  the  case,  and  suggest  better  approaches  -  or  even  convince  them 
to  reconsider  their  opinion. 

The  Legislative  Committee  and  the  Executive  Council  need  and  want  your  suggestions.   Now 
is  the  time  to  start  work  in  preparation  for  the  1979  Legislature! 

There  is  an  important  new  bill  which  should  be  called  to  your  attention.   It  proposes 
a  freeze  on  outpatient  fees  paid  under  Medicaid.   This  is  proposed  as  a  cost  containment 
bill,  but  it  will,  in  our  opinion  have  an  opposite  effect.   Freezing  outpatient  fees  will 
promote  greater  use  of  the  hospital,  at  much  greater  cost.   It  will  also  drive  more  doc- 
tors away  from  accepting  Medicaid  patients.   It  also  is  counter  to  the  state's  effort 
to  attract  more  doctors  into  underdoctored  areas,  which  are  usually  economically  de- 
prived as  well.   It  will  clearly  discriminate  against  the  first  line  doctor,  who  is  most 
likely  to  see  Medicaid  patients  as  outpatients,  but  will  not  contain  the  much  greater 
costs  incurred  in  the  hospital. 

Many  of  you  were  present  in  Pinehurst  when  both  Lt.  Governor  James  Green  and  Speaker 
Carl  Stewart,  Jr.  addressed  the  MEDPAC  banquet.   We  have  received  warm  letters  from 
each,  expressing  their  pleasure  in  being  with  us.   The  following  are  brief  excerpts  from 
their  letters. 

Stewart:   "I  always  welcome  an  opportunity  to  meet  with  gentlemen  and  scholars 
of  such  an  esteemed  profession,  and  that  night  was  certainly  no  exception." 

Green:     "I  commend  your  organization  for  the  fine  work  you  are  doing,  and  each 
member  individually  for  the  contribution  they  are  making  to  our  State." 

Both  invite  each  of  us  to  call  on  them  for  any  needed  assistance. 

Sincerely  yours , 

E.  Harvey  Estes,  Jr.,  M.D. 
President 
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NORTH  CAROLINA 
MEDICAL  SOCIETY'S  OFFICIAL 
DISABILITY  INSURANCE  PLAN 


Now  Pays  Up  To 

$500  4 

WEEKLY  INCOME 
($2,166.00  per  mo.) 

plus  Bonus 

For  Eligible  Members 

[No  physical  exam  required] 


ticipat\on. 


To  meet  today's  needs  in  our  inflated  economy,  you  require 
adequate  income  when  disabled  from  practice.  If  you  are 
under  age  50,  you  can  receive  up  to  $600  per  week. 


GUARANTEED  RENEWABLE 

You  ore  guaranteed  the  privi- 
lege of  renewing  $300  per  week 
to  age  70.  The  other  $200  per 
week  renewable  to  age  60.  Cer- 
tain benefits  payable  without  re- 
quiring disability. 


DIRECT  PERSONAL  SERVICE 

For  over  38  years,  it  has  been 
our  privilege  to  administer  your 
program  from  Durham,  N.  C.  in- 
cluding payment  of  all  claims 
promptly. 


J.  L  &  J.  SLADE  CRUMPTON,  INC. 

GENE  GREER 

Office   Manager 

P.  0.  Drawer  1767— Durham.  N.  C.  27702.  Phone:  919/682-5497 
Underwritten  by  The  Continental   Insurance  Cos.  of  New  York 

JACK  FEATHERSTON,  Field   Representative 

P.  0.  Box  17824.  Charlotte.  N.  C.  28211.  Phone:  704/366-9359 
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From  time  to  time  individuals  may  experience  extreme 
problems  in  living.  When  ttiis  happens  it  may  be  necessary  to 
seek  help  from  experienced  members  of  the  medical  and 
helping  professions.  Mandela  Center  is  an  uncommon 
place  dedicated  to  bringing  to  individuals  an  awareness  of 
t^e  source  of  their  distress  and  help  them  find  resolutions  to 
ttieir  problems. 

A  fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic,  Mandala  moved  to  its  new  quarters  on  a  16-acre 
suburban  site  in  November,  1976.  Founded  in  April,  1972,  tfie 
Center  serves  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  Hospital  and  clinic  programs  are  available 
for  all  categories  of  emotional  and  mental  dysfunctioning 


including  alcohol  and  drug  abuse.  Interdisciplinary  treat- 
ment teams  plan  and  implement  tfie  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
vidual, child,  couples,  group  and  family  therapies,  pastoral 
counseling,  sexual  and  living  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  other  somatic 
therapy  services. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 


1^=^  MANDALA  CENTER,  INC. 

~t'],     3637  Old  Vineyard  Road 
t^^  Winston-Salem,  N.  C.  27104 


[919)  768-7710 


Medical  Staff 

Richard  B.  Boren,  M.D. 

Psychiotrist-in-Chief 

Roger  L.  McCauley,  M.D. 

Director,  Out-Patient  Services 

Larry  T.  Burch,  M.D. 

Director,  In-Patient  Services 

Richard  M.  Aderhold,  M.D. 

Staff  Psychiatrist 

Hans  Lowenbach,  M,D. 

Senior  Consulting  Psychiatrist 

Mallie  B.  Penry,  R.N.  Ph.D. 

Director  of  Nursing 

For  information,  please  contact 
Richard  V  Woodord,  Administrator 

JCAH  Accredited 
BC/BS  participating 

Towards  Wholeness 


Our  therapy  for 
disability! 

When  you  are  disabled,  the  last  thing  you  should  have  to  worry  about  is  how  you're 
going  to  keep  your  family  living  in  the  manner  to  which  they  are  accustomed, 

That's  why  we  have  designed  a  program  of  Disability  Income  Protection  for  younger 
doctors.  Should  you  become  disabled  and  unable  to  wort<  as  a  result  of  a  covered 
illness  or  injury,  this  program  can  provide  you  with  a  regular  monthly  income.  So  that 
you  can  pull  yourself  through  a  disability,  maintain  your  independence  and  keep 
your  self-respect. 

What's  more,  these  benefits  are  paid  directly  to  you  to  use  as  you  see  fit.  Whether  you 

use  them  for  normal  day-to-day  necessities,  office  expenses  or  whatever— it 

doesn't  matter.  And  on  top  of  that.  Disability  Income 

benefits  are  tax-free  under  present  -.      ^ 

federal  income  tax  laws.  X 

If  you're  under  age  55  and  a  member  of  the 
North  Carolina  Medical  Society,  just  fill  out  the 
coupon  below  and  mail  it  today. 


Mutual  of  Omaha 
will  provide  personal 
service  in  furnishing  the 
full  details.  Of  course, 
there  is  no  obligation, 


Mutual^ 


UNDERWRITTEN    BY 


Mutual 
^maha 

People  ijou  can  count  on... 

Life  Insurance  Affiliate: 

United  of  Omaha 

MUTUAL  OF  OMAHA  l\SLRASCE  COMPANY 
HOME  OFFICE    OMAHA,  NEBRASKA 


L 


"ar.  Harold  Gordon 
13904  washlnaton  Circle 
ydlwaukoB,  KI   41402 
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^ — —  Mutual  of  Omaha  Insurance  Company 

Dodge  at  33rd  Street  ■  Omaha,  Nebraska  68131 

am  interested  in  leorning  more  about  the  program  of  Disability  Income 
Protection  available  to  members  of  the  North  Carolina  Medical  Society 
who  are  under  age  55 

Name  . 


Address  , 


State - 


'IP  Code- 
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There  are  only  five  major  national 
brand  name  generic  manufacturers: 

PUREBIC 


I 


I 


I 


Here  are  some  important  facts 
yon  should  know  about  PUREPAC  generics 


PUREPAC's  national  brand  of  generics 
are  priced  substantially  lower  than  any 
of  the  other  four  brands,  thereby  saving 
your  patients  money  on  prescription  drugs. 

PUREPAC  manufactures  all  major 
generic  products  in  its  own  plants.  The 
other  four  companies  have  many  of  their 
generic  products  made  by  smaller  outside 
contract  manufacturers. 

The  latest  national  study*  (American 
Druggist    magazine)    reports    pharmacists 


prefer  PUREPAC  over  every  other  pharma- 
ceutical company  with  a  generic  line  in- 
cluding Pfizer,  Parke-Davis,  Smith  Kline  and 
Lederle. 

PUREPAC  has  a  more  extensive  generic 
line  than  the  other  four  national  brand 
generics. 

Bio-availability  data  of  PUREPAC  manu- 
factured pharmaceuticals  and  generic 
reference  chart  are  available  upon  request. 


*Copies  of  this  study 
and  PUREPAC's 
annual  report  are 
available  upon 
request. 


Manufacturers  of  Fine  PharmaceuticaJs  for  Over  48  Years 
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The  Medical  Society  — 
An  Integrationist  Organization 


E.  Harvey  Estes,  Jr.,  M.D/ 


I  BEGIN  my  year  as  your  president  with  a  feeling  of 
considerable  humility.  I  have  seen  a  succession  of 
dedicated  and  highly  effective  men  who  have  pre- 
ceded me,  and  I  wonder  if  anyone  can  equal,  much 
less  improve  on  their  performance. 

I  see  a  whole  array  of  serious  problems  which  face 
us  as  a  profession,  and  I  wonder  if  they  are  soluble.  If 
soluble,  I  wonder  if  we  as  a  group  will  have  any  role  in 
their  solution. 

What  can  I,  as  your  incoming  president,  do  to  move 
us  toward  solutions  to  these  problems?  I  recognize 
first  that  I  can  do  nothing  except  as  I  represent  you, 
the  North  Carolina  Medical  Society.  We  have  an  or- 
ganization of  intelligent,  educated  men  and  women, 
who  in  their  professional  roles  face  many  tough,  un- 
pleasant problems,  and  who  solve  these  in  an  objec- 
tive fashion.  This  is  an  excellent  training  for  the  fu- 
ture. Can  we  harness  this  talent  and  use  it  to  solve 
some  of  our  profession's  problems? 

Dr.  Caldwell  quoted  from  the  1976  Shattuck  Lec- 
ture, given  by  a  physician  and  former  Congressman 
from  Kansas,  Dr.  William  R.  Roy.  In  considering  the 
future  of  the  health  care  system.  Dr.  Roy  concluded 
that  organized  medicine  is  incapable  of  playing  a  con- 
structive political  and  planning  role  in  the  changing 
health  system.  Instead,  he  saw  the  specialty  societies 
as  the  route  through  which  medicine  could  have  a 
positive  impact. 

Dr.  Roy  is  not  the  only  one  who  has  expressed 
doubt  about  the  future  of  organized  medicine. 
Academic  medicine  contains  many  who  do  not  belong 
to  their  county  and  state  medical  societies  and  quite  a 
few  more  who  do  not  belong  to  the  AMA.  They 
believe  that  these  organizations  do  not  represent 


'j      •Delivered  at  Annual  Meeting  of  Nonh  Carolina  Medical  Society.  May  8.  1977 

I'    June  1977.  NCMJ 


them;  do  not  stand  for  positive,  constructive  change; 
and  that  they,  as  individuals,  can  have  little  influence 
on  the  course  of  these  organizations. 

I  respectfully  disagree  with  Dr.  Roy  and  with  my 
academic  colleagues.  The  medical  society  is  more  im- 
portant and  more  necessary  now  than  ever  before.  I 
would  like  to  spend  the  next  few  minutes  in  reviewing 
the  reasons  for  this  opinion,  and  some  ideas  for  mak- 
ing this  component  of  organized  medicine  more  effec- 
tive as  a  change  agent  and  as  a  representative  of  the 
profession. 

The  Need  for  Integration: 

In  all  fields,  there  is  a  constant  tension  between 
specialization  and  integration.  New  knowledge  and 
new  skills  are  developed.  Mastery  of  all  of  a  given  field 
of  endeavor  becomes  impossible,  and  some  individu- 
als decide  to  specialize  by  concentrating  on  a  smaller 
segment  of  the  field.  This  is  a  healthy  and  necessary 
thing,  but  be  aware  of  the  fact  that  as  the  specialist 
becomes  more  knowledgeable  about  his  small  area  of 
interest,  he  has  more  difficulty  in  knowing  what  other 
specialists  are  doing.  Organizational  and  communica- 
tional  problems  begin  to  develop.  At  this  time  there  is 
a  need  for  the  integrationist,  orgeneralist,  whose  job  is 
to  intelligently  use  all  these  segments  of  the  field  in 
order  to  create  a  meaningful  whole  —  to  put  it  all 
together  again. 

In  the  engineering  field,  we  have  seen  the  general, 
all-purpose  engineer  replaced  by  a  whole  variety  of 
specialists  —  mechanical,  electrical,  nuclear,  refrig- 
eration, and  many  more.  More  recently,  we  have  also 
seen  the  development  of  the  systems  engineer,  whose 
function  is  to  organize  all  these  varieties  in  order  to 
achieve  an  overall  goal,  such  as  the  design  and  con- 
struction of  a  large  office  building. 

In  medicine  we  have  witnessed  the  development  of 
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specialties  and  subspecialties,  and  more  recently  we 
have  watched  the  re-emergence  of  the  generalist  — 
the  family  physician,  the  general  internist  and  the 
general  pediatrician  —  to  care  for  the  whole  patient 
and  to  help  that  patient  to  properly  use  the  various 
specialists. 

The  same  trends  are  visible  in  medical  organiza- 
tions. As  the  specialties  and  sub-specialties  have  de- 
veloped, so  have  their  organizational  counterparts. 
These  are  very  worthy  organizations  which  have  done 
a  great  deal  in  promoting  knowledge  and  interest  in 
their  special  fields. 

However,  the  same  problems  are  developing  in  this 
field  as  have  been  observed  in  engineering  and 
medicine.  As  the  universe  becomes  more  complex  and 
technical,  such  specialty  organizations  have  more  dif- 
ficulty in  seeing  the  whole  picture. 

As  a  result,  there  is  an  ever  increasing  need  for  a 
generalist  or  integrationist  type  medical  organization, 
representing  all  physicians  and  all  medical  specialties. 
I  believe  that  this  is  the  special  function  of  the  county 
and  state  medical  societies,  and  the  AMA. 

There  are  many  situations  in  which  there  is  need  for 
discussion  between  family  physicians  and  ophthal- 
mologists, allergists  and  plastic  surgeons,  pediatri- 
cians and  radiologists,  etc.  They  need  to  discuss  their 
problems  and  learn  from  one  another. 

A  specific  example  is  in  the  matter  of  recommend- 
ing proper  fees.  We  have  several  committees  which 
advise  insurance  carriers  regarding  unusual  claims 
and  make  recommendations  regarding  the  carrier's 
obligation  to  pay  usual  and  customary  fees.  Members 
of  a  specialty  may  feel  that  $200  is  the  proper  fee  for 
procedure  A  because  it  is  similar  to  procedure  B,  and 
$200  is  the  accepted  charge  for  this  procedure.  How- 
ever, not  infrequently  another  specialty  representa- 
tive speaks  up  to  point  out  that  both  are  too  high  in 
comparison  to  overall  charges  in  other  specialties. 

Yesterday.  Dr.  Caldwellpredicted  that  there  would 
be  some  form  of  medical  service  rationing  in  the  fu- 
ture. I  agree  that  this  is  highly  likely,  for  economic 
reasons.  It  is  the  public  which  will  decide  how  and  to 
what  extent  this  will  be  done,  but  there  must  be  broad 
professional  advice  and  input.  Specialists  are  a  poor 
choice  to  make  these  decisions  about  their  own  work. 
One  of  the  problems  with  specialties  is  that  they  often 
know  everything  about  their  own  field  except  how  it 
fits  into  the  total  picture  of  medical  care. 

The  orthopedic  surgeon  can  tell  us  what  is  possible 
with  total  hip  replacements,  but  all  other  physicians 
must  help  make  the  decision  as  to  whether  limited 
public  funds  should  be  spent  for  those  procedures. 
The  nephrologist  can  tell  us  all  about  the  indications, 
contraindications  and  success  rate  of  renal  dialysis, 
but  all  doctors  must  help  decide  whether  this  is  more 
important  than  a  trauma  unit,  or  an  intensive  care 
nursery.  The  academic  segment  of  the  profession 
knows  a  great  deal  about  training  medical  students, 
but  the  rest  of  the  profession,  with  the  public,  must  tell 
it  what  kinds  of  physicians  to  train. 

There  is  a  need  for  a  generalist  or  integrationist  type 
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of  medical  organization,  through  which  the  profession 
can  discuss  such  issues  and  advise  the  public. 

Role  of  Interchange  in  Reaching  Consensus: 

I  have  always  been  impressed  with  the  effectiveness 
of  our  reference  committee  system  for  discussing  con- 
troversial issues.  One  group  introduces  a  resolution, 
filled  with  all  of  the  heat  and  emotion  which  they  feel 
about  the  issue.  The  reference  committee  meets  as  an 
objective  body  and  leads  discussion  on  the  issue. 
Most  of  the  time,  proponents  and  opponents  learn 
from  each  other  and  learn  that  there  is  another  side, 
even  though  they  may  not  feel  that  it  outweighs  their 
own.  The  result  is  a  revised  resolution  which  is 
clearer,  more  moderate,  and  with  less  bite  and  dis- 
harmony. Even  though  all  are  not  happy,  they  don't 
usually  go  away  mad! 

When  the  issues  are  openly  discussed,  learning  oc- 
curs, and  more  clarity  and  rationality  is  the  result.  I 
know  of  no  forum  within  medicine  other  than  the 
medical  society  in  which  such  discussion  takes  place 
between  all  physician  groups.  More  such  oppor- 
tunities should  be  sought! 

I  do  not  intend,  in  this  discussion,  to  review  the 
specific  problems  which  we  face  as  a  profession.  Dr. 
Caldwell  discussed  a  few  of  them  yesterday,  and  you 
are  all  aware  of  them.  I  would  like  to  discuss  those 
actions  which  I  see  as  positive  steps  to  promote 
discussions  and  interchange  within  the  profession, 
and  which  are  our  unique  responsibility  as  a  medical 
society. 

Greater  Interchange  Between  County  and  State 
Societies: 

In  considering  ways  in  which  we  can,  together, 
make  more  progress  toward  solution  of  our  problems, 
I  can  identify,  as  one  objective,  greater  open  discus- 
sion between  county  medical  societies  and  the  N.C. 
Medical  Society.  I  hope  that  through  this  discussion 
and  communication  we  can  be  more  unified,  and  thus 
we  can  become  more  convincing  in  our  efforts  to 
influence  changes  in  health  and  medical  care. 

No  organizational  changes  seem  necessary.  We 
have  a  unique  structure  which  should  promote  this 
exchange.  The  component  county  societies  are  di- 
vided into  10  councillor  districts,  each  under  a  Coun- 
cillor who,  in  turn,  is  a  member  of  the  Executive 
Council. 

It  is  interesting  to  go  back  to  the  duties  laid  out  for 
these  men  and  women  in  the  early  documents  estab- 
lishing this  system.  The  councillor  was  described  as 
the  "organizer,  peace  worker  and  censor"  for  his  dis- 
trict, and  his  duties  included  visiting  each  of  his  dis- 
trict county  societies  at  least  once  a  year. 

In  addition  to  the  Councillor  of  each  district,  there  is 
a  designated  Vice-Councillor,  who  can  also  serve  as 
an  interface  between  the  county  society  and  the  state 
medical  society. 

I  intend  to  call  on  these  men  in  the  next  year  to  help    , 
me  open  up  these  avenues  for  discussion  and  mutual 
learning. 
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Greater  Interchange  Between  NCMS  and  Specialty 
Organizations: 

Another  way  in  which  we  can  be  more  effective  is 
by  broadening  the  interface  with  the  specialty  organi- 
zations in  the  state.  I  have  heard  muttered,  under- 
the-breath  criticism  of  some  specialties  by  those  in 
other  specialties  —  regarding  fees,  inconvenient  ser- 
vices, or  lack  of  service  to  patients.  Often  these  are 
precipitated  by  the  actions  of  one  or  two  individuals 
within  that  specialty.  The  medical  society  could  be  of 
real  service  in  passing  on  such  comment  to  relevant 
specialty  organizations. 

If  such  opinions  are  felt  in  the  profession,  then  they 
are  probably  felt  tenfold  among  the  public.  Any  re- 
sponsible group  should  be  most  interested  in  knowing 
of  these  feelings,  correcting  the  problem,  or  defending 
the  action  of  its  members  so  that  their  fellow  physi- 
cians can  understand  and  also  defend  these  actions 
when  appropriate. 

Public  dissatisfaction  with  one  branch  of  the  profes- 
sion, or  even  with  one  or  two  individuals  in  the  profes- 
sion, reflects  badly  on  the  rest.  I  do  not  feel  that  we 
should  be  rumor  mongers  or  that  we  should  render 
judgment  without  evidence.  I  hope  that  the  same  dis- 
cretion which  we  use  in  sorting  out  an  important 
symptom  from  a  trivial  symptom  in  our  history-taking 
can  be  utilized  here  as  well. 

Greater  Interchange  Between   Younger  and  More 
Established  Members  of  NCMS: 

Still  another  way  in  which  we  can  become  more 
effective  is  in  encouraging  our  younger  members  to 


take  an  active  interest  in  the  affairs  and  the  work  of  the 
medical  society.  I  have  written  all  the  county  society 
presidents,  requesting  that  they  send  me  the  names  of 
younger  members  who  might  be  called  upon  for  com- 
mittee assignments.  I  would  like  to  use  this  as  one 
means  of  increasing  their  involvement. 

I  already  note  that  there  are  some  societies  with 
vigorous,  effective  younger  leadership.  The  Bun- 
combe County  society  was  particularly  notable  in  this 
regard  in  the  House  of  Delegates  this  year. 

Our  younger  members  can  be  either  captured  or 
repelled  by  the  work  we  give  them  to  do.  It  should  be 
important  work,  and  we  should  seek  their  opinion  and 
take  it  seriously.  This  also  applies  to  student  and  resi- 
dent members.  I  was  impressed  by  several  very  co- 
gent and  intelligent  comments  at  the  reference  com- 
mittees by  student  members. 

I  solicit  your  help  in  identifying  younger  members 
who  can  be  brought  into  active ,  important  work  for  the 
society.  I  also  hope  that  you  will  welcome  them  by 
encouraging  them  and  advising  them  when  this  seems 
appropriate. 

Again,  I  have  said  almost  nothing  about  the  issues 
and  problems  themselves.  This  is  not  the  time  or  the 
place.  We  all  know  what  they  are,  and  we  will  be 
working  on  them  together. 

In  summary,  the  medical  society  is  not  dead,  or 
even  asleep.  It  is  alive  and  well,  and  of  more  value  and 
importance  than  ever  before.  I  look  forward  to  having 
a  go  at  the  problems,  and  welcome  your  advice,  help 
and  encouragement. 


That  the  long  catalogue  of  dyspeptic  and  hypochondriacal  complaints  is  much  more  frequently  the 
inheritance  of  the  affluent  than  the  indigent,  there  can  be  no  doubt;  and  yet  the  former  class  have  a  reme- 
dy in  their  power  which  is  infinitely  more  efficacious  than  all  the  other  moral  and  physical  means  put 
together,  but  which  they  rarely  take  advantage  of —  or,  when  they  do  embrace  it,  they  seldom  go  the 
proper  way  to  work.  This  is  TRAVELLING  in  the  open  air.  — An  Essay  on  Indigestion;  or  Morbid 
Sensibility  of  the  Stomach  &  Bowels.  James  Johnson.  1836.  p  92. 
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Oral  Contraceptives  and  Myocardial  Infarction 


Gary  S.  Berger,  M.D.,  M.S.P.H. 


ABSTRACT  On  the  basis  of  data 
from  Britain  which  suggest  increased 
risks  of  myocardial  infarction  among 
users  of  oral  contraceptives,  the  Food 
and  Drug  Administration  has  ad- 
vised all  women  over  40  not  to  use 
this  means  of  birth  control.  Analysis 
of  the  studies  on  w  hich  these  recom- 
mendations were  based  suggests  that 
insufficient  attention  was  given  to  as- 
sessing the  relation  of  obesity,  smok- 
ing cigarettes,  type  II  hyperlipidemia 
and  hypertension,  other  factors  pre- 
disposing to  myocardial  infarction, 
fatal  and  nonfatal,  in  this  population. 
When  these  factors  are  considered,  it 
appears  that  women  of  any  age  at 
these  risks  are  much  more  likely  to 
suffer  myocardial  infarcts  and 
should  be  advised  not  to  use  oral  con- 
traceptives. For  about  75%  of 
women  over  40  not  at  these  risks, 
such  advice  seems  unwarranted. 

INTRODUCTION 

IN  1968,  the  use  of  oral  contracep- 
tives was  reported  to  be  as- 
sociated with  an  increased  risk  of 
thrombophlebitis,  pulmonary  em- 
bolism and  cerebral  thrombosis. '- 
Shortly  thereafter,  other  retrospec- 
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live  case-control  studies  confirmed 
these  findings. ■'■■'  None  of  these 
early  investigations,  however, 
found  a  statistically  significant  in- 
crease in  the  risk  of  myocardial  in- 
farction among  women  using  oral 
contraceptives.  In  the  1 974  report  of 
a  study  being  conducted  under  the 
auspices  of  the  Royal  College  of 
General  Practitioners,  there  were 
too  few  cases  of  myocardial  infarc- 
tion among  the  46,000  women 
studied  to  permit  valid  conclu- 
sions.-^ Thus,  although  an  associa- 
tion between  coronary  thrombosis 
and  oral  contraceptive  use  was  gen- 
erally suspected,  there  was  no  evi- 
dence to  support  it.  Then  in  May, 
1975,  two  articles  in  the  British 
MedicalJoumal  reported  increased 
risks  of  fatal  and  nonfatal  myocar- 
dial infarction  among  users  of  oral 
contraceptives.*'"  Based  on  these 
two  studies,  the  Food  and  Drug 
Administration  (FDA)  circulated 
the  information  shown  in  Tables  1 
and  II  to  physicians  practicing  in  the 
United  States. 

Table  I  shows  the  estimated  inci- 
dence rates  of  nonfatal  myocardial 
infarction  among  oral  contraceptive 
users  and  non-users.  For  women 
under  40,  the  incidence  is  estimated 
to  be  5.6  per  100,000  for  users  —  2.7 
times  the  incidence  for  non-users. 
For  women  40-44  years  of  age. 
however,  the  estimated  incidence 
rates  are  56.9  and  9.9  respectively 


—  a  5.7-fold  increase.  Table  II 
shows  the  estimated  annual  death 
rates  per  100.000  users  and  non-us- 
ers of  oral  contraceptives.  These 
rates  approximate  those  in  Table  I. 
The  FDA  concluded  that  the  annual 
additional  risk  of  developing  a  fatal 
or  a  nonfatal  myocardial  infarction 
for  all  women  over  40  taking  oral 
contraceptives  is  about  1  per  1.000 
and  recommended  that  patients 
over  40  "be  urged  to  utilize  other 
forms  of  contraception." 

The  two  studies  in  question**'^  re- 
ported in  retrospect  prevalence 
rates  of  pill  use  among  women  who 
were  diagnosed  as  having  had  fatal 
or  nonfatal  myocardial  infarction 
compared  to  groups  of  women  who 
had  not  had  myocardial  infarctions. 
The  conversion  of  such  oral  con- 
traceptive use  rates  into  "relative 
risks"  based  on  incidence  rates  for 

TABLE  I 

RELATIVE  RISK  AND  ESTIMATED 

INCIDENCE*  OF  NONFATAL 

MYOCARDIAL  INFARCTION   PER 

100,000  USERS  AND  NONUSERS  OF 

ORAL  CONTRACEPTIVES 


Age 

Incidence  per  100  000 

Relative 
Risk 

OC  Users        OC  Nonusers 

30-39 
40-44 

5.6                    2,1 
56,9                    9.9 

2.7 
5.7 

'Based  on  annual  hospital  admission  rates 
Source   FDA  Drug  Bulletin,  July-August  1975, 
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TABLE  II 

ANNUAL  DEATH  RATES  PER  100,000 

USERS  AND  NONUSERS  OF  ORAL 

CONTRACEPTIVES  AND  RELATIVE 

RISKS 


Age 

Incidence  per  100,000 

Relative 
Risk 

OC  Users     1   OC  Nonusers 

30-39 
40-44 

5,4 
54.7 

1.9 
11.7 

2.8 
4.7 

Source:  FDA  Drug  Bulletin,  July-August  1975 

myocardial  infarction  among  users 
and  non-users  requires  estimates  of 
the  age  distribution  of  women  and 
the  incidence  of  myocardial  infarc- 
tion in  the  general  population  based 
on  hospital  admission  data.  These 
estimates  assumed  that  the  age  dis- 
tributions and  oral  contraceptive 
use  rates  of  women  admitted  to  par- 
ticular hospitals  were  representa- 
tive of  all  women  in  those  regions. 
Mann  and  Inman,  who  derived 
these  estimates,  recommended  that 
they  be  interpreted  with  caution 
since  the  margin  for  error  is  likely  to 
be  fairly  wide.  Because  of  the  im- 
pact that  FDA  recommendations 
have  on  the  use  of  oral  contracep- 
tives, this  report  reviews  the 
methods  used  in  Mann's  studies  and 
re-analyzes  their  results  for  the 
practicing  physician. 

Nonfatal  Myocardial  Infarction 

The  first  study  included  63  pa- 
tients discharged  from  hospitals  in 
two  regions  of  England  with  the 
diagnosis  of  myocardial  infarction 
(cases)  and  174  women  selected 
from  the  medical  or  surgical  ser- 
vices in  the  same  hospitals  (con- 
trols), matched  by  marital  status 

TABLE  III 

PREVALENCE  OF  ORAL 
CONTRACEPTIVE  USE  AMONG 
SURVIVORS  OF  MYOCARDIAL 
INFARCTION  AND  CONTROLS 


Ever  Used 
Oral  Contra- 
ceptives 

No. 

% 

Cases  (N  =  581 
Controls /'/V=  174) 

23 
34 

39.7 
19.5 

TABLE  IV 

PREVALENCE  OF  ORAL 
CONTRACEPTIVE  USE  AMONG 
SURVIVORS  OF  MYOCARDIAL 
INFARCTION  AND  CONTROLS 


Used  Oral 

Contraceptives 

Last  Month 

No. 

% 

Cases  IN  =  58) 
Controls  (N  =  174) 

17 
14 

29.3 
8.4 

Source:  Mann  et  al,  Br  Med  J,  2:241,  1975 

and  by  age  in  five-year  groupings. 
Patients  for  whom  pertinent  data 
were  unknown  or  missing  are 
excluded  from  the  following 
analysis. 

Of  58  cases.  23  women  (39.7  per 
100)  said  they  had  used  oral  con- 
traceptives at  some  time  in  the  past 
(Table  III).  Amongthe  174controls, 
only  34  (19.5  per  100)  reported  pre- 
vious oral  contraceptive  use.  When 
current  use  of  oral  contraceptives 
(in  the  month  preceding  admission) 
was  the  criterion,  17  cases  (29.3  per 
100)  and  14  controls  (8.4  per  100) 
were  using  oral  contraceptives  be- 
fore the  myocardial  infarction  (Ta- 
ble IV).  From  these  different  con- 
traceptive use  rates,  relative  risks 
for  myocardial  infarction  for  users 
and  non-users  were  estimated  to  be 
2.7  and  4.7  respectively. 

Since  the  purpose  of  the  control 
group  is  to  allow  evaluation  of 
whether  the  frequency  of  previous 
exposure  to  oral  contraceptives 
among  the  cases  differs  from  that 
among  comparable  persons  in  the 
source  population  who  do  not  have 
the  disease  under  investigation,  it  is 
appropriate  to  ask  how  comparable 

TABLE  V 

PREVALENCE  OF  RISK  FACTORS 

AMONG  SURVIVORS  OF 

MYOCARDIAL  INFARCTION  AND 

CONTROLS 


Risk  Factor 

Cases 

(N  =  601 

Controls 

W=  1731 

Smoking 

763 

529 

Obesity 

233 

9  9 

Type  II  hyperlipedemia 

41.0 

0.0 

Hypertension 

18.3 

3.5 

Diabetes 

6.7 

0.0 

History  of  preeclempsia 

30.0 

11  2 

the  two  groups  were  with  respect  to 
the  known  risk  factors  for  myocar- 
dial infarction.  Table  V  shows  that 
higher  proportions  of  the  women  in 
the  case  group  were  smokers, 
obese,  or  had  type  II  hyperlip- 
idemia,  high  blood  pressure,  diab- 
etes, or  a  history  of  preeclampsia. 
The  magnitude  of  the  differences 
between  the  cases  and  controls  is 
easily  appreciated  from  Figure  I. 
Approximately  20%  of  the  control 
population,  but  25%  of  the  case 
group,  had  one  risk  factor.  Two  risk 
factors  were  observed  in  10%  of  the 
controls  but  in  more  than  30%  of  the 
cases.  For  those  with  three  or  more 
risk  factors  the  difference  between 
cases  and  controls  was  dramatic, 
involving  only  1%  of  the  controls 
but  25%  of  the  cases.  Thus,  49  or 
81.7%  of  the  60  cases  had  one  or 
more  risk  factors,  but  only  58  or 
33.5%  of  the  controls  had  one  or 
more  risk  factors.  Based  on  this 
grouping,  a  risk  ratio  of  8.8  is  com- 
puted, suggesting  that  the  presence 
of  predisposing  conditions  is  signif- 
icantly associated  with  myocardial 
infarction  (Table  VI).  As  the 
number  of  predisposing  conditions 
increases,  so  does  the  relative  risk 
of  myocardial  infarction,  rising  to 
78.4  for  patients  with  three  or  more 
risk  factors  compared  with  patients 
with  no  risk  factors  (Table  VII). 

These  calculations  from  the  data 
presented  by  Mann  et  aF  illustrate 
the  problems  of  interaction  or  sec- 


Cases 


Controls 


31.7% 


25.0% 


21.4% 


11.0% 


25.0% 


1 .2% 


Source:  Mann  et  al,  Br  Med  J,  2:241,  1975.        source  Mann  et  ai,  Br  MedJ,  2  241,  1975 


1  2  3 

Number  of  Risk  Factors 

Figure  1,       Prevalence  of  Risk  Factors  Among 

Myocardial  Infarction  Cases  and  Controls, 
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TABLE  VI 

PREVALENCE  OF  RISK  FACTORS  IN 
SURVIVORS  OF  MYOCARDIAL 
INFARCTION  AND  CONTROLS 


One  or  More 

Risk  Factors 

Present 

No.     1       % 

Cases  IN  =  60) 
Controls  CA/=  173) 

49          81.7 

58          33.5 

1 

TABLE  VIII 

PREVALENCE  OF  ORAL 

CONTRACEPTIVE  USE  AMONG 

WOMEN  WITH  FATAL  MYOCARDIAL 

INFARCTION  AND  CONTROLS 


Source:  Mann  et  al,  Br  Med  J,  2  241,  1975. 

ondary  associations  between  oral 
contraceptive  use  and  predisposing 
conditions  for  myocardial  infarc- 
tion. It  is  known  that  women  in  Eng- 
land who  use  oral  contraceptives 
are  also  more  frequently  heavy 
smokers  compared  with  women 
who  do  not  use  oral  contracep- 
tives.'^'' and  heavy  smoking  is  a 
known  risk  factor  for  myocardial  in- 
farction. However,  there  still  ap- 
peared to  be  an  oral  contraceptive 
effect  in  the  study  by  Mann  et  al 
after  stratifying  the  cases  and  con- 
trols by  smoking  habits.  The  au- 
thors concluded  that  there  was  a 
synergistic  effect  of  multiple  risk 
factors  and  oral  contraceptive  use 
and  that  the  increase  in  relative  risk 
in  women  with  more  than  one  risk 
factor  for  myocardial  infarction  in- 
dicates that  they  should  consider 
other  methods  of  contraception. 

In  a  separate  analysis.  Jain'"  es- 
timated the  relative  risks  of 
myocardial  infarction  taking  into 
account  oral  contraceptive  use  and 
cigarette  smoking  based  on  the  data 
presented  by  Mann  et  al.  Jain  con- 

TABLE  VII 

RELATIVE  RISK  OF  MYOCARDIAL 

INFARCTION  BY  NUMBER  OF 

PREDISPOSING  FACTORS 


Current  Oral 

Contraceptive 

Age 

Use 

No.              % 

Less  than  40 

Cases  IN  =  47) 

21              44.7 

Controls  IN  =  76) 

17        ■      22.4 

4044 

Cases  IN  =  52) 

8             15-4 

Controls  IN  ^  52) 

2        ,        3.8 

Relative 

Number  of  Factors 

Risk 

None 

1.0 

One 

4.2 

Two 

10.5 

Three  or  more 

78.4 

Source;  Mann  et  al,  Br  Med  J,  2:241 
1975. 

eluded  that  the  relative  risk  as- 
sociated with  use  of  oral  contra- 
ceptives alone  was  not  statistically 
significant  but  that  the  risk  as- 
sociated with  smoking  alone  was 
significant. 

Fatal  Myocardial  Infarction 

The  second  report  by  Mann  and 
Inman  was  based  on  a  review  of  726 
death  certificates  of  women  under 
50  who  died  of  myocardial  infarc- 
tion in  England  and  Wales  in  1973. 
From  these.  277  cases  were  selected 
for  investigation  and  data  were  ac- 
cumulated for  153  of  these.  A  con- 
trol group  of  196  living  women  were 
matched  to  these  cases  by  marital 
status  and  by  age  in  five-year 
categories.  Other  patients  of  the 
general  practitioner  responsible  for 
the  care  of  each  index  case  were 
selected  as  controls.  Among  pa- 
tients under  40.  44.7"^  had  used  oral 
contraceptives  in  the  month  before 
their  infarction  compared  to  22.4% 
of  the  controls.  Fifteen  percent  of 
patients  ages  40-44  had  used  oral 

TABLE  IX 

PREVALENCE  OF  TREATED  RISK 

FACTORS  AMONG  MYOCARDIAL 

INFARCTION  FATALITIES  AND 

CONTROLS 


Risk  Factor 

Cases 

IN  =  153) 
% 

Controls 

IN  =  196) 
% 

Hypertension 
Diabetes 

21.9 
6.6 

3.1 
0.5 

Source    Mann  and  Inman.  Br  Med  J.  2  245. 
1975 


Source:  Mann  and  Inman,  Br  Med  J.  2  245. 
1975. 


contraceptives  compared  to  3.8"^  of 
the  controls  (Table  VllI). 

The  only  risk  factors  for  which 
information  was  presented  in  the 
report  by  Mann  and  Inman  were 
previous  treatment  of  hypertension 
or  diabetes,  both  of  which  were 
more  prevalent  among  cases  (Table 
IX).  Other  predisposing  factors 
such  as  cigarette  smoking  were  not 
studied  in  this  investigation,  so  the 
potential  effects  of  other  variables 
cannot  be  determined. 

COMMENT 

Review  of  the  data  reported  by 
Mann  et  al  and  Mann  and  Inman 
emphasizes  the  interaction  between 
myocardial  infarction  and  oral  con- 
traceptive use  and  other  predispos- 
ing risk  factors.  While  the  FDA 
recommendation  focuses  on  age  as 
the  important  risk  factor  for 
myocardial  infarction  associated 
with  oral  contraceptive  use.  the 
present  analysis  suggests  that  the 
existence  of  other  predisposing 
conditions  may  be  the  more  impor- 
tant risk  factors. 

The  FDA's  recommendation  was 
to  caution  all  women  over  40  against 
using  oral  contraceptives.  How- 
ever, for  the  roughly  75%  of  women 
in  this  age  group  who  do  not  have 
other  predisposing  conditions,  this 
conclusion  does  not  appear  to  be 
warranted.  On  the  other  hand,  for 
women  of  any  age  who  smoke 
cigarettes,  who  are  obese  or  who 
have  hypertension  or  type  II  hyper- 
lipidemia.  the  risk  of  myocardial  in- 
farction is  higher  than  for  women 
without  these  characteristics  and 
the  risk  increases  with  age.  These 
are  the  high-risk  women  who  should 
be  cautioned  against  the  use  of  oral 
contraceptives. 
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These  unequivocally  good  effects  of  travelling  on  the  digestive  organs,  account  satisfactorily  for  the 
various  other  beneficial  influences  on  the  constitution  at  large.  Hence  dyspepsia,  and  the  thousand 
wretched  sensations  and  nervous  affections  thereon  dependent,  vanish  before  persevering  exercise  in 
travelling,  and  new  life  is  imparted  to  the  whole  system,  mental  and  corporeal.  In  short,  I  am  quite 
positive  that  the  most  inveterate  dyspepsia  (where  no  organic  disease  has  taken  place)  would  be  greatly 
mitigated,  if  not  completely  removed,  with  all  its  multiform  sympathetic  torments,  by  ajoumey  of  two 
thousand  miles,  through  Switzerland.  Germany,  or  England,  conducted  on  the  principle  of  combining 
active  with  passive  exercise  in  the  open  air.  in  such  proportions  as  would  suit  the  individual  constitution 
and  the  previous  habits  of  life.  — This,  it  is  true,  is  the  rich  man's  remedy.  But  what  is  the  expenditure  of 
time  and  money  necessary  for  its  accomplishment,  compared  with  the  inestimable  blessing  of  restored 
health?  How  many  thousand  opulent  invalids  saunter  away  their  time  and  their  wealth,  at  watering- 
places  in  this  country,  during  the  Summer  and  Autumn,  with  little  or  no  improvement  of  constitution, 
when  a  three  months'  course  of  constant  exercise  in  the  open  air  would  cure  them  of  all  their  maladies!  — 
An  Essav  on  Indigestion:  or  Morbid  Sensibilin'  of  the  Stomach  &  Bowels,  James  Johnson,  1836,  pp 
125-126. 
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Parenteral  Nutrition  in  the  IVIanagement  of 
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ABSTRACT  Thirty  courses  of 
parenteral  nourishment,  via  sub- 
clavian vein  catheters  were  provided 
22  patients,  12  women  and  10  men, 
aged  22  to  77  years,  who  had  entero- 
cutaneous flstulas.  Average  daily 
nitrogen  intake,  from  casein  hydroi- 
ysate  or  crystalline  amino  acids,  was 
15.7  g,  intravenous  fluid  3.6  L  and 
calories  3,200.  Appropriate  blood 
constituents  were  measured  regular- 
ly and  electrolytes,  minerals,  vita- 
mins, antibiotics,  blood  and  blood 
products,  extra  free  water  and  regu- 
lar insulin  added  as  necessary. 
Weight  gain  averaged  0.56  kg/day 
(range  0-1.5  kg/day)  and  require- 
ments for  potassium,  magnesium  and 
phosphate  increased  in  parallel.  Fif- 
teen of  24  fistulas  closed  spontane- 
ously and  seven  were  closed  surgi- 
cally with  one  operation.  All  have  re- 
mained closed.  Complications  were 
few  and  minor  and  patients  tolerated 
parenteral  nutrition  well.  The  only 
death  in  the  series  was  unrelated  to 
the  procedure. 

MEDICAL  and  surgical  treat- 
ment of  enterocutaneous  fis- 
tulas in  the  1960s,  before  the  intro- 
duction of  parenteral  nutrition,  was 
associated  with  mortality  rates  as 
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high  as  40%  to  50%.'""  Deaths  were 
attributed  to  fluid  and  electrolyte 
imbalances,  infection  and  marked 
malnutriton.  Improved  broad  spec- 
trum antibiotics  decreased  morbid- 
ity and  mortality  but  enterocutane- 
ous fistulas  still  posed  a  major  threat 
for  patient  survival.  The  recent  ad- 
dition of  parenteral  nutrition  to 
management  of  these  critically  ill 
patients  has  resulted  in  a  significant 
decrease  in  overall  mortality  to  be- 
tween 6%  and  20%.**  *  Several  fac- 
tors contribute  to  the  improved  sur- 
vival —  correction  of  electrolyte 
and  nutritional  imbalances,  elimina- 
tion of  the  need  for  emergency 
surgery  and  a  significant  incidence 
of  spontaneous  fistula  closure. 

This  paper  reports  our  recent  ex- 
perience with  enterocutaneous  fis- 
tulas in  which  parenteral  nutrition 
was  an  integral  part  of  the  patient's 
management.  Our  findings  further 
support  the  usefulness  of  parenteral 
nutrition  in  the  management  of  en- 
terocutaneous fistulas  both  in  hopes 
of  spontaneous  closure  and  in  the 
preparation  of  patients  for  surgery. 

CLINICAL  MATERIAL 

Between  January,  1975.  and 
April,  1976,  22  patients  with  24  fis- 
tulas were  given  parenteral  nutri- 
tion at  Duke  University  Medical 
Center.  The  patients,  12  women  and 
10  men,  ranged  in  age  from  22  to  77 


years.  Three  had  fistulas  arising 
from  the  esophagus,  two  from  the 
stomach,  three  from  the  duodenum, 
eight  from  the  jejunum,  five  from 
the  ilium,  two  from  the  cecum  and 
one  from  the  rectum.  Ten  patients 
referted  from  outlying  hospitals  had 
established  fistulas  and  12  de- 
veloped fistulas  while  hospitalized 
at  Duke.  Primary  diseases  as- 
sociated with  the  fistulas  are  out- 
lined in  Table  I.  The  most  common 
precipitating  factor  in  fistula  forma- 
tion was  a  surgical  procedure. 

TREATMENT  PROTOCOL 

As  soon  as  a  fistula  was  recog- 
nized, oral  intake  was  halted.  A 
peripheral  intravenous  line  was 
placed  and  the  patient  stabilized  for 
24  hours  with  administration  of 
routine  electrolyte  solutions  before 
beginning  total  parenteral  nutrition. 
Blood  chemistries  were  drawn  and 
appropriate  cultures  taken.  The  22 
patients  underwent  30  courses  of 
parenteral  nutrition  requiring 
placement  of  41  subclavian  cathe- 
ters. All  catheters  were  placed 
under  strict  aseptic  conditions  and 
removed  only  as  indicated,  either 
on  termination  of  therapy  (29).  sus- 
picion of  sepsis  (6).  or  mechanical 
catheter  failure  such  as  kinking,  oc- 
clusion or  hardening  with  crack 
formation  (6).  The  average  duration 
of  catheter  placement  was  22  days. 
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TABLE  I 

Patients  with  enterocutaneous  fistulas,  primary  diagnosis,  fistula  location  and  etiol- 
ogy of  fistulas. 


Patient 

Age 

Primary  Diagnosis 

Fistula  Location 

Etiology 

1. 

B.A, 

63 

duodenal  ulcer,  post 
vagotomy  and  pyloroplasty 

distal  esophagus 

operative 
trauma 

2. 

J.B, 

43 

aortoiliac  arteriosclero- 
sis, post  bifurcation 
graft 

distal  ileum 

operative 
trauma 

3. 

AC 

51 

esophageal  diverticulum 
post  resection 

distal  esophagus 

operative 

trauma 

4. 

E,C. 

46 

serous  cystadenoma  ovary, 
post  resection 

jejuno-colic  and 
ileal-vaginal 

postop  small  bowel 
obstruction 

5 

WC. 

58 

carinoma  head  of  pan- 
creas, post  Whipple 

gastric  anastomosis 

surgical 
anastomosis 

6. 

SF 

61 

adenocarcinoma  sigmoid 
colon,  post  a-p 
resection 

cecal 

postop  peri- 
tonitis 

7. 

SG 

29 

C-section  with  intestinal 
gangrene  -  post  ileal- 
cecal  resection 

ileo-colonic 

surgical 
anastomosis 

8, 

J.H 

66 

cholecystectomy 

multiple  small  bowel 

postop  abscess 

9 

J.H. 

77 

small  bowel  obstruction, 
post  lyses  adhesions 

mid-jejunum 

wound  dehisence 

10 

G.H. 

22 

post-partum 

jejuno-vaginal 

intra-abdominal 
sepsis 

n 

M  J 

62 

endometrial  carcinoma, 
post  exenteration, 
irradiation 

mtd-jejunum 

irradiation 
enteritis 

12. 

M  L 

58 

Crohn's  disease,  post 
cholecystectomy 

mid-jejunum 

uncertain 

13. 

B  M. 

23 

gun  shot  wound  LUQ, 
post  gastrostomy 

gastric 

failure  of  gastrostomy 
to  close 

14. 

J.N 

29 

perforated  gastric  ulcer, 

post  Billroth  II 

cecal 

abscess 

15 

R  P 

55 

duodenal  ulcer,  post 
Billroth  II 

dundenal  stump 

surgical 
anastomosis 

16. 

c.s. 

65 

carcinoma  bladder,  post 
ileal  conduit 

ileal 

abscess 

17. 

J  s 

53 

carcinoma  colon,  post 
anterior  resection 

prox-jejunum 

abscess 

post  repair  jejunal 
fistula 

jejunal  anastomosis 

surgical 
anastomosis 

18 

v.s. 

38 

abdominal  abscess 

ileal 

abscess 

19. 

R  W 

63 

foreign  body  esophagus, 
post  esophagoscopy 

distal  esophagus 

esophagoscopy 

20 

L  W 

34 

auto  accident,  blunt 
trauma  to  abdomen 

duodenum 

trauma 

21 

R  Y 

71 

carcinoma  cervix, 
post  irradiation 

recto-vaginal 

irradiation 

22 

JT 

56 

kicked  in  stomach, 
post-op  drainage 

duodenum 

trauma 

The  subclavian  lines  were  main- 
tained as  closed  systems  allowing 
nothing  but  the  nutrient  solution  to 
be  administered.  E.xtra  free  water 
required  by  patients  with  high  out- 
put fistulas,  antibiotics  and  blood  or 
blood  products  was  given  through 
peripheral  lines  when  required. 

Patients  were  begun  on  two  liters 
of  nutrient  solution  increased  to 
three  liters  over  the  next  24  to  36 
hours.  Caloric  input  ranged  from 
2,600  to  4,400  calories  per  day  with 


an  average  of  3,200.  The  nitrogen 
source  was  either  a  casein  hydroly- 
sate  or,  in  cases  of  renal  or  hepatic 
failure,  crystalline  amino  acids, 
with  an  average  of  15.7  g  nitrogen 
given  per  24  hours.  The  patients 
were  monitored  with  daily  electro- 
lytes until  stable  and  then  with 
biweekly  determinations  of  electro- 
lytes, calcium,  phosphorus,  mag- 
nesium, total  protein,  albumin, 
bilirubin,  alkaline  phosphatase, 
SCOT,  SGPT,  LDH,  creatinine. 


TABLE  II 
Composition  of  Parenteral  Nutrition  Solution  (per  Liter) 

Sodium  25  to  120  mEq  —  added  as  sodium  chloride  or  sodium  lactate. 

Potassium  25  to  100  mEq  —  added  as  potassium  ctiionde  or  potassium  ptiosphate 

Chloride  Equal  to  total  sodium  lon  concentration 

Magnesium  3  to  11  mEq  —  added  as  magnesium  sulfate 

Calcium  4  to  5  mEq  —  added  as  calcium  gluconate. 

Phosphate  8  to  38  mEq  —  added  as  potassium  phosphate. 

Vitamins  3  amps  MVI  and  4  amps  Berocca  C  per  week  and  300  microgram  folic  acid 

and  300  mg  Vit  C  per  liter 
Regular  Insulin-  0  to  100  units 

Albumin  0  to  50  cc  salt  poor  albumin  (up  to  12  5  mg'liter) 

Heparin  1000  units 


uric  acid,  cholesterol,  and  complete 
blood  counts.  Electrolytes  and  min- 
erals were  added  to  the  parenteral 
nutrition  solution  based  on  these 
serum  chemistries.  Vitamins  were 
supplied  as  MVI  (US V  Pharmaceut- 
ical Corp.,  Tuckahoe,  New  York, 
10707)  or  Berocca-C  (Hoffmann-La 
Roche,  Inc.,  Nutley,  New  Jersey, 
07110).  Patients  demonstrating 
carbohydrate  intolerance  with 
blood  sugar  levels  greater  than  160 
mg%  were  treated  aggressively  with 
addition  of  regular  insulin  to  the 
parenteral  nutrition  solution  until  a 
normal  blood  sugar  was  achieved. 
When  possible,  patients  under- 
went upper  gastrointestinal,  barium 
enema,  or  fistulogram  x-ray  exami- 
nations to  determine  the  exact  lo- 
cation of  the  fistula  as  well  as  to 
determine  the  presence  of  bowel 
discontinuity  or  distal  obstruction. 

RESULTS 

Metabolic  Parameters:  The  pa- 
tients received  an  average  of  3,600 
ml  intravenous  fluid  per  day  during 
parenteral  nutrition.  Initial  electro- 
lyte abnormalities  were  rapidly 
corrected  and  maintained  within 
normal  limits  for  the  duration  of  in- 
travenous feeding  with  little  diffi- 
culty. Sodium  requirements  ranged 
from  50  to  350  mEq/day,  potassium 
from  50  to  300  mEq/day,  mag- 
nesium from  8  to  33  mEq/day  and 
phosphate  from  25  to  115  mEq/day. 
To  maintain  normal  blood  sugars, 
52%  of  the  patients  required  insulin 
supplementation  ranging  from  12  to 
145  units  per  day.  Serum  albumin 
concentration  was  corrected  and 
maintained  within  normal  limits 
using  salt  poor  human  albumin 
(Travenol  Laboratories,  Inc.,  Costa 
Mesa,  California,  92626)  (Table  II). 
Although  nitrogen  balance  studies 
were  not  done,  supporting  evidence 
that  our  patients  were  in  an  anabolic 
state  included  an  average  weight 
gain  of  0.56  kg/day  (range  0  to  1.5 
kg/day),  increased  requirements  for 
anabolic  electrolytes  (potassium, 
magnesium  and  phosphate)  and  a 
subjective  improvement  in  their 
clinical  condition. 

Complications:  No  significant 
complications  occurred  during 
placement  of  the  41  subclavian 
catheters.  Three  catheters  were  di- 
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TABLE  III 

Number 

Closed 
OR 

Not 
Closed 

Closed 
Spont. 

%  Spont 
Closure 

Days  to 
Closure 

3 

0 

0 

3 

100 

40.26.39 

2 

0 

0 

2 

100 

67.25 

3 

0 

0 

3 

100 

12.40,9 

B 

3 

1 

4 

50 

26.24,15.23 

5 

2 

0 

3 

60 

48.13.23 

3 

2 

1 

0 

0 

TABLE  IV 
Incidence  of  Fistula  Closure  with  Parenteral  Nutrition 


Ref. 

Auttior 

Number  of 
Fistulas 

Non-op 
No.  (%) 

Op 

No.  (%) 

Closure  of  Fistulas 
Not 
Closed                  Deatfis 
No.  (%)                   No.  (% 

(8) 

•Sheldon 
(1971) 

51 

18  (35) 

28  (55) 

3(6) 

6(12) 

(6) 

MacFayden 

(1973) 

78 

55  (70) 

17(22) 

6  (8) 

4(5) 

(7) 

Aquirre 
(1974) 

38 

11  (29) 

17(45) 

10  (26) 

8(21) 

This  Series 

(1977) 

24 

15(62) 

7(29) 

2(8) 

1  (4) 

*  Used  parenteral  nutrition  ini 
through  the  fistula 

lally  and  char 

ged 

to  oral  nutr 

tion  early  using 

nasogastric  ti 

bes 

or 

tubes  placed 

rected  into  the  neck  and  required 
replacement.  No  primary  catheter 
infections  were  observed.  Of  the  si.x 
catheters  removed  and  cultured  for 
suspected  sepsis,  only  one  dem- 
onstrated bacterial  growth.  In  this 
instance,  the  organism  cultured, 
diptheroids,  was  simultaneously 
cultured  from  the  urine  and  the  sub- 


clavian catheter  was  felt  to  be  sec- 
ondarily seeded.  There  was  one 
death  which  was  unrelated  to  paren- 
teral nutrition. 

Fistula  Closure:  Of  the  24  fis- 
tulas. 15  closed  spontaneously  dur- 
ing therapy  and  have  remained 
closed  for  2  to  17  months  (Table  III). 
The  clinical  courses  of  three  pa- 


tients are  presented  in  Figures  I.  2 
and  3.  All  fistulas  arising  from  the 
upper  gastrointestinal  tract  closed 
spontaneously.  Fistula  sites  lower 
in  the  gastrointestinal  tract  required 
somewhat  longer  periods  of  paren- 
teral nutrition  before  closure  and 
required  more  frequent  surgical  in- 
tervention. Drainage  from  those  fis- 
tulas which  closed  spontaneously 
was  quite  variable.  In  all  patients 
the  fistula  output  diminished  mark- 
edly with  intravenous  feeding  and 
abstinence  from  oral  intake.  The 
complications  related  to  fluid  and 
electrolyte  losses  were  thus  re- 
duced. In  some  instances  the  drain- 
age gradually  decreased  until  it 
ceased.  In  other  instances,  a  sudden 
cessation  of  drainage  occurred.  Of 
the  seven  fistulas  which  were  ap- 
proached surgically  after  courses  of 
parenteral  nutrition,  all  were  suc- 
cessfully closed  after  one  operative 
procedure  and  have  remained 
closed  for  4  to  14  months.  One  pa- 
tient was  discharged  on  an  oral  diet 
before  complete  closure  of  a  low 
output  cecal  fistula. 

DISCUSSION 

Prompt  interruption  of  the 
metabolic  decay  associated  with 
enterocutaneous  fistulas  made  pos- 
sible by  the  development  of  pa- 
renteral nutrition  can  markedly 
decrease  morbidity  and  mortality 


Fig.  1.  Patient  L.  W.  developed  a  duodenocutaneous  fistula  13  days  after  an  automobile  accident  in  wtiich  stie  suffered  abdominal  trauma  striking 
the  steering  wheel.  In  (a)  the  large  fistula  tract  to  the  skin  coming  from  the  distal  part  of  the  third  portion  of  duodenum  is  easily  seen.  She  was  placed 
on  parenteral  nutrition,  explored  to  drain  the  area  adequately,  and,  after  40  days,  closed  her  fistula  spontaneously,  (b)  A  small  beak-like  projection 
remains  after  closure  of  the  fistula.  The  patient  has  (lone  well  since. 
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Fig.  2.  Patient  A.C.  underwent  resection  of  a 
large  diverticuJum  of  the  distal  esophagus  and 
developed  an  esophagocutaneous  fistula  16 
days  later.  She  was  given  parenteral  nutrition 
for  26  days  after  which  all  drainage  ceased  and 
repeat  barium  swallow  was  normal. 


associated  with  this  previously  dis- 
astrous complication.  Some  pa- 
tients initially  have  such  extensive 
fistulas  complicated  by  massive 
sepsis  that  no  procedure,  either 
medical  or  surgical,  can  reverse 
their  rapid  deterioration.  Other  pa- 
tients with  intra-abdominal  absces- 
ses must  have  early  surgery  to  in- 
sure adequate  drainage.  In  these  pa- 
tients, the  provision  of  pre-  and 
postoperative  nourishment  can 
often  prevent  subsequent  metabolic 
complications  and  even  result  in 
spontaneous  fistula  closure.  Most 
patients  can  be  treated  nonopera- 
tively  for  30  to  60  days.  If  the  fistula 


fails  to  close  or  show  improvement 
after  this  period  of  adequate  nutri- 
tion, surgical  correction  should  be 
undertaken. 

Our  series  of  fistulas,  arising  pre- 
dominantly from  previous  surgical 
procedures,  had  a  very  high  spon- 
taneous closure  rate  comparing 
favorably  with  other  series  (Table 
IV).  Aguirre  et  al'  had  less  success. 
Certainly  the  extent  of  anastomotic 
or  bowel  wall  breakdown  plays  a 
major  role  in  the  spontaneous  clo- 
sure rate.  When  spontaneous  clo- 
sure did  not  occur,  we  experienced 
excellent  closure  rates  surgically 
with  minimal  morbidity  and  no 
operative  mortality.  In  these  in- 
stances, avoidance  of  early  opera- 
tive intervention  in  the  presence  of 
significant  malnutrition  appeared  to 
be  beneficial.  Of  the  seven  fistulas 
in  our  series  which  eventually  re- 
quired operative  closure,  none  re- 
curred. 

No  significant  complications  of 
parenteral  nutrition  were  encoun- 
tered. No  electrolyte  or  fluid  imbal- 
ances were  observed,  and  no  com- 
plications of  catheter  placement  or 
maintenance  were  observed.  In 
view  of  the  low  complication  rate 
and  marked  improvement  in  mor- 
bidity and  mortahty,  we  feel  paren- 
teral nutrition  with  complete  bowel 
rest  is  an  excellent  primary  mode  of 
therapy  for  enterocutaneous  fis- 
tulas. 


Fig.  3.  G.H.  developed  post-partum  sepsis 
with  peritonitis.  Thirteen  days  after  delivery  a 
jejuno-vaginal  fistula  appeared  with  moderate 
drainage.  After  23  days  of  parenteral  nutri- 
tion, complicated  by  acute  renal  failure  and 
penicillin-induced  exfoliative  dermatitis,  the 
fistula  closed  and  a  regular  diet  was  resumed. 
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It  is  one  thing  to  travel  for  health,  and  quite  another  thing  to  travel  for  the  sake  of  studying  architectural 
ruins,  viewing  pictures,  ransacking  libraries,  collecting  antiquities,  explonng  geological  formations,  or 
collecting  rare  and  beautiful  specimens  of  plants.  It  is  entirely  with  the  first  kmd  of  travelling  that  I  have 
to  do  —  namely,  that  mode  which  conduces  most  to  the  restoration  of  health,  leaving  every  other 
consideration  entirely  out  of  the  question,  with  the  exception  oi  amusement,  which  1  consider  as 
essentially  connected  with  the  subject  of  health.  — An  Essay  on  Indigestion:  or  Morbid  Sensibility  of  the 
Stomach  &  Bowels.  James  Johnson,  1836,  pp  92-93. 
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When  choosing  a  diuretic 

for  day-in-day-out 
hypertension  control  with 
comfortable  compliance... 


The  agent  you  choose  in  mild  to  moderate 
essential  hypertension  should  offer  (1)  long-term 
effectiveness,  (2)  patient  comfort  and  compliance. 

Zaroxolyn  offers  both. 

In  one  long-term  study'  Zaroxolyn  brought 
moderately  elevated  (average  161/109  mm  Hg) 
blood  pressure  down  to  the  range  of  normo- 
tension  — and  held  it  there  for  a  year  or  more. 

The  investigator  noted,  "Patient  cooperation  was 
surprisingly  good  for  a  study  of  such  duration 
[IVi  years].  The  once-daily  dosage  schedule  with 


metolazone  [Zaroxolyn]  no  doubt  contributed  to 
patient  compliance'.' 

Overall  compliance  with  Zaroxolyn  is  good- 
very  good.  An  analysis  of  controlled  clinical 
studies  involving  188  Zaroxolyn  patients  showed 
that  only  eight  discontinued  therapy  because  of 
side  effects.  That's  a  discontinuation  rate  of  only 
4.3%,  and  broader  clinical  experience  appears  to 
substantiate  this  low  rate? 

Zaroxolyn.  For  long-term  control  and  comfortable 
compliance  in  mild  to  moderate  hypertension. 


Recommended  initial  dosage  in  mild  to  moderate  essential  hvpertension-2'/2  to  5  mg  once  daily 

XaMdxo/yii 

(metolazone,  Pennwalt) 

2y2-mg,  5-mg  and  10-mg  tablets 

once-daily  antihypertensive  diuretic 


Before  prescribing,  see  complete  prescribing 
information  in  the  package  insert,  or  in  PDR.  or 
available  from  your  Pennwalt  representative  The 
following  IS  a  brief  summary  Indications: 
Zaroxolyn  (metolazone!  is  an  antihypertensive 
diuretic  indicated  for  the  management  of  mild  to 
moderate  essential  hypertension  as  sole  thera- 
peutic agent  and  in  the  more  severe  forms  of 
hypertension  in  conjunction  with  other  anti- 
hypertensive agents  Also, edema  associated  with 
heart  failure  and  renal  disease  Contraindications: 
Anuria  hepatic  coma  or  precoma,  allergy  or 
sensitivity  to  Zaroxolyn  Or.  as  a  routine  in  other- 
wise healthy  pregnant  women  Warnings:  In 
theory  cross-allergy  may  occur  in  patients 
allergic  to  sulfonamide-derived  drugs,  thiazides 
or  quinethazone  Hypokalemia  may  occur  and  is 
a  particular  hazard  in  digitahzed  patients, 
dangerous  or  fatal  arrhythmias  may  occur 
Azotemia  and  hyperuricemia  may  be  noted  or 
precipitated  Considerable  potentiation  may 
occur  when  given  concurrently  with  furosemide 
When  used  concurrently  with  other  antihyper- 
tensives, the  dosage  of  the  other  agents  should 
be  reduced  Use  with  potassium-spanng  diuretics 
may  cause  potassium  retention  and  hyper- 
kalemia Administration  to  women  of  childbearing 


age  requires  that  potential  benefits  be  weighed 
against  possible  hazards  to  the  fetus  Zaroxolyn 
appears  m  the  breast  milk  Not  for  pediatric  use 
Precautions:  Perform  periodic  examination  of 
serum  electrolytes,  BUN,  uric  acid,  and  glucose 
Observe  patients  for  signs  of  fluid  or  electrolyte 
imbalance  These  determinations  are  particularly 
important  when  there  is  excessive  vomiting  or 
diarrhea,  or  when  parenteral  fluids  are  admin- 
istered Patients  treated  with  diuretics  or  corti- 
costeroids are  susceptible  to  potassium  deple- 
tion Caution  should  be  observed  when  adminis- 
tering to  patients  with  gout  or  hyperuricemia  or 
those  with  severely  impaired  renal  function 
Hyperglycemia  and  glycosuria  may  occur  in 
latent  diabetes  Chloride  deficit  and  hypo- 
chloremic alkalosis  may  occur  Orthostatic 
hypotension  may  occur  Dilutional  hyponatremia 
may  occur  in  edematous  patients  in  hot  weather 
Adverse  Reactions:  Constipation  nausea 
vomiting,  anorexia,  diarrhea,  bloating,  epigastric 
distress,  intrahepatic  cholestatic  jaundice. 
hepatitis  syncope,  dizziness  drowsiness,  vertigo, 
headache,  orthostatic  hypotension,  excessive 
volume  depletion,  hemoconcentralion,  venous 
thrombosis,  palpitation,  chest  pain,  leukopenia, 
urticaria,  other  skin  rashes,  dryness  of  mouth. 


hypokalemia,  hyponatremia,  hypochloremia. 
hypochloremic  alkalosis,  hyperuricemia,  hyper- 
glycemia, glycosuria,  raised  BUN  or  creatinine, 
fatigue  muscle  cramps  or  spasm,  weakness, 
restlessness,  chills,  and  acute  gouty  attacks 
Usual  Initial  Once-Daily  Dosages:  mild  to 
moderate  essential  hypertension  — 2'/^  to  5  mg. 
edema  of  cardiac  failure— 5  to  10  mg,  edema  of 
renal  disease  — 5  to  20  mg  Dosage  adjustment 
may  be  necessary  during  the  course  of  therapy 
How  Supplied:  Tablets,  2'/;,  5  and  10  mg 
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hypertension  The  long-term  clinical  efficacy  of 
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Upjohn 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Medrol  4  mg  Dosepak 

methylprednisolone,  Upjohn 

Theexplicit  printed  dosage  instructions  that  accompany  each  Dosepak 
moke  it  easy  for  the  patient  to  understand  and  follow  the  dosage  regimen. 
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A  PROGRESS  REPORT  ON  THE  ECU  SCHOOL 
OF  MEDICINE 

At  the  meetings  April  5-6  of  the  Liaison  Committee 
on  Medical  Education  the  recommendations  of  its  ad 
hoc  site  survey  accreditation  team  were  accepted.  The 
East  Carolina  University  School  of  Medicine  was 
awarded  provisional  accreditation  and  the  opportu- 
nity to  admit  the  first  four-year  class  in  August.  Lest 
the  reader  be  concerned  about  the  modifying  adjec- 
tive, "provisional."  permit  me  to  explain  that  all  de- 
veloping schools  of  medicine  must  pass  through  this 
conditional  approval  phase  until  the  first  class  reaches 
its  senior  year  in  medical  school.  The  committee, 
therefore,  will  send  its  second  ad  hoc  site  survey  ac- 
creditation team  to  Greenville  in  1980  or  early  1981  for 
the  required  on-site  appraisal  which  precedes  the 
granting  of  full  accreditation  prior  to  the  graduation  of 
the  first  class. 

The  committee  has  authorized  the  school  to  admit 
28  students  in  1977  and  32  in  1978.  The  anticipated 
number  of  first  year  students  for  1979  is  40  with  50 
likely  to  enter  in  1980  when  the  new  medical  science 
center  is  scheduled  for  completion  and  occupancy. 
Entering  class  sizes  for  1981  and  subsequent  years  will 
be  determined  later. 

Processing  of  applications  was  begun  in  March  and 
by  mid-April  the  admissions  office  had  received  250 
completed  applications  from  North  Carolina  resi- 
dents. The  quality  of  applicants,  per  the  standards  of 
the  Medical  College  Aptitude  Tests  and  by  college 
grade  point  averages,  is  predictably  high.  The  admis- 
sions committee  plans  to  interview  all  North  Carolina 
residents  who  apply  for  admission. 

The  establishing  of  a  new  school  of  medicine  and  its 
development  to  viability  as  an  institution  of  highest 
professional  learning  call  for  the  careful  matching  of 
assets  to  achievable  goals  within  the  limits  prescribed 
by  the  legislature  and  state  g5vemment,  the  UNC 


Board  of  Governors,  the  ECU  Board  of  Trustees,  the 
liaison  committee  and  facilities  of  the  local  commu- 
nity. Our  activities  to  date  have  included:  (1)  the  re- 
cruiting and  equipping  of  the  "core"  basic  science 
faculty  and  the  clinical  chairmen:  (2)  the  renovation  of 
interim  facilities;  (3)  extensive  design  modifications 
and  the  construction  of  major  additions  to  meet  teach- 
ing needs  in  the  new  Pitt  County  Memorial  Hospital 
already  under  construction:  (4)  the  design  planning  for 
the  medical  science  center  which  is  to  house  the  per- 
manent basic  science,  clinical,  research  and  library 
facilities  of  the  school:  (5)  accreditation  of  residency 
training  programs  in  family  medicine,  internal 
medicine  and  other  disciplines:  (6)  planning  for  the 
introduction  of  pre-doctoral  programs  in  the  basic  sci- 
ences and  pathology:  (7)  the  expansion  of  continuing 
education  opportunities  through  close  association 
with  the  Eastern  Area  Health  Education  Center 
(EAHEC)  Program. 

Elsewhere  in  this  issue  of  the  Journal  "News 
Notes"  from  the  various  schools  of  medicine  includes 
a  report  from  the  ECU  School  of  Medicine  for  the  first 
time.  We  proudly  join  our  illustrious  companion 
schools  this  year  as  North  Carolina's  fourth  school  of 
medicine,  intending  to  emulate  the  fine  examples  in 
medical  education  which  they  have  established.  We 
believe  that  a  school  of  medicine  such  as  ours  which 
espouses  primary  care  requires  no  less  in  the  way  of 
dedicated  scholarly  faculty  than  do  other  schools  of 
medicine.  The  membership  of  the  North  Carolina 
Medical  Society  should  be  aware  of  our  intent  to  fash- 
ion the  ECU  School  of  Medicine  into  a  professional 
school  of  the  highest  quality  and  they  should  accept  no 
less. 

William  E.  Laupus,  M.D. 
Dean,  School  of  Medicine 
East  Carolina  University 
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Editorials 


OF  BEARS.  BRAINS  AND  BODILY  FUNCTION 

Then  he  thought  another  long  time,  and  said: 
'  'And  the  only  reason  for  being  a  hee  that  I  know  of  is 
making  honey." 

And  then  he  got  up  and  said:  '  And  the  only  reason 
for  making  honey  is  so  I  can  eat  it."  So  he  began  to 
climb  the  tree. 

A.  A.  Milne' 

In  the  excitement  about  our  bicentennial  last  year, 
we  neglected  to  take  editorial  notice  of  the  50th  an- 
niversary of  Christopher  Robin  and  Winnie  the  Pooh, 
known  more  familiarly  as  Pooh-bear  by  some.  Chris- 
topher Robin  is  the  son  of  A.  A.  Milne  and  he  hasn't 
been  particularly  pleased  about  all  the  attention  his 
father's  stories  have  brought  him  while  Pooh-bear 
most  certainly  doesn't  care.  Still  Pooh's  great  hunger 
for  honey  has  led  to  speculation  that  the  bear  might  be 
a  model  for  the  study  of  hypoglycemia.  But  bears  are 
not  really  tractable  laboratory  animals.  That  problem 
has  been  solved  at  the  Mayo  Clinic,  however,  by  a 
group  interested  in  the  metabolic  changes  which  per- 
mit bears  to  hibernate.  By  administering  phency- 
clidine  hydrochloride  and  promazine  hydrochloride 
intramuscularly,  they  have  been  able  to  immobilize 
black  bears  sufficiently  for  blood  letting. 

Since  black  bears  hibernate  for  three  to  five  months 
without  defecating,  urinating,  eating,  drinking  or  los- 
ing lean  body  mass,  protein  metabolism  must  be 
dramatically  altered  else  the  animals  would  die  of 
uremia  as  do  bears  who  fail  to  hibernate.  Lundberg 
and  his  associates-  have  found  that  nitrogenous  prod- 
ucts of  protein  catabolism  do  not  accumulate  and  that 
urea  production  decreases  during  this  state  partly  be- 
cause protein  turnover  is  increased  three  to  five  times 
that  observed  during  the  control  period.  Serum  albu- 
min, thyroxine  and  thyroxine-bound  globulin  and  the 
hematocrit  do  not  change  and  hypoglycemia  is  not 
found.  These  findings  suggest  that  a  powerful 
protein-anabolic  mechanism  must  exist  during  hiber- 
nafion.  If  its  pathways  can  be  elucidated,  valuable 
data  may  be  gained  which  could  then  be  applied  prof- 
itably to  the  management  of  patients  with  renal  failure 
and  obesity. 

Unlike  other  animals,  such  as  ground  squirrels  and 
lungfish.  who  exhibit  decreased  metabolism  as- 
sociated with  decreased  body  temperature,  the  black 
bear  maintains  nearly  normal  thermogenesis  during 
hibernation  presumably  because  of  the  increased  pro- 
tein turnover.  Swan  and  Schatte''  have  reported  that 


extracts  from  subcortical  brains  of  hibernating  ground 
squirrels  induce  a  mean  decrease  in  body  temperature 
and  oxygen  when  given  intravenously  to  rats,  an  effect 
not  produced  when  brain  extracts  of  nonhibemating 
squirrels  were  injected.  Swan  and  Hall^  have  ob- 
served that  the  estivating  lungfish  in  nature  drops  its 
metabolic  rate  independent  of  body  temperature  so 
that  different  mechanisms  for  control  of  temperature 
and  metabolic  rate  may  have  evolved  in  response  to 
environmental  change.  The  lungfish  lies  in  the  mud  of 
African  lakes  as  water  evaporates  during  the  dry  sea- 
son and  so  survive.  Anyone  who  has  read  Homer 
Smith's  delightful  book,  Kamongo  or.  the  Lungfish 
and  the  Padre. '^  will  recall  the  dialogue  between  the 
physiologist  and  the  priest  about  biology  and  theology 
and  about  the  need  for  adaptation  to  change  for  the 
maintenance  of  life.  Just  as  Smith's  studies  with  fish 
kidneys  contributed  greatly  to  the  advance  of  renal 
physiology  and  helped  make  clinical  nephrology  pos- 
sible, so  now  may  some  of  his  conjectures  about  the 
lungfish  contribute  to  our  search  for  understanding 
how  some  animals  learned  how  to  protect  their  kid- 
neys and  themselves  by  changing  their  metabolic 
gears.  Pooh  would  be  pleased. 

J.H.F. 
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YOUR  NOSE  KNOWS 

If  a  patient  goes  to  a  doctor  because  he  thinks  he 
smells  bad,  he  will  probably  be  told  to  forget  it,  that 
nobody  else  smells  him.  If  he  protests  and  persists  in 
his  pursuit  of  self-knowledge,  he  runs  the  risk  of  being 
accused  of  having  somatic  delusions  on  his  way  to  a 
paranoid  position.  But  it  might  be  courteous  to  listen 
more  closely.  After  all  patients  often  tell  us  their  trou- 
bles and  offer  us  right  clues  if  we  listen  with  the  recep- 
tive ear.  Who  would  not  measure  a  blood  sugar  if  a 
patient  claimed  to  be  diabetic  because  "when  I  pass 
my  water,  the  ants  come?"  Many  of  us  have  been  told 
of  the  doctors  of  old  who  smelled  typhoid,  have  had  to 
transfer  patients  with  lung  abscesses  or  pemphigus  to 
private  rooms  because  other  patients  on  the  ward 
couldn't  stand  the  odor. 

Fortunately  people  do  investigate  mysterious 
odors.  Fetor  hepaticus,  for  example,  seems  to  result 
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from  altered  sulfur  metabolism'  and  impaired  oxida- 
tion of  trimethylamine  (TMA)  by  the  damaged  liver. ■^ 
Since  TMA  is  produced  by  the  action  of  intestinal 
bacteria  on  choline  and  lecithin  and  dimethylamine 
(DMA)  by  demethylation  of  TMA  in  the  liver,  an 
artificial  fetor  can  even  be  induced  by  the  oral  ad- 
ministration of  choline.^  TMA  does  have  a  rather  fishy 
odor  and  is  about  one  hundred  times  as  offensive  as 
DMA  so  that  someone  with  a  genetically  determined 
absence  of  hepatic  trimethylamine  oxidase  might  be 
most  offensive  to  himself  and  to  others.  Lee  and  his 
colleagues""  have  reported  three  children  with  fishy 
odor  along  with  increased  urinary  excretion  of  TMA. 
When  diet  was  appropriately  modified  and  TMA 
excretion  decreased,  the  fishy  odor  became  less  in- 
tense. Unfortunately  such  dietary  measures  do  not 
always  control  the  odor  so  that  oral  antibiotics,  poorly 
absorbable,  may  have  to  be  used  to  suppress  what  can 
be  a  most  distressing  complaint.'' 

Uremic  breath  is  less  commonly  smelled  in  these 
days  of  dialysis  and  dietary  protein  restriction  but 
amine  metabolism  may  be  involved  here  too. 
Simenhoff  et  al"  have  observed  that  duodenal  TMA 


and  DMA  are  increased  in  uremic  subjects,  DMA  to  a 
much  greater  extent,  and  that  changing  bacterial  fiora 
by  the  administration  of  antibiotics  reduces  serum 
amine  concentration.  With  fall  in  amine  values,  as- 
terixis  and  myoclonus  decreased  and  mental  alertness 
increased.  No  comment  was  made  about  uremic  fetor, 
perhaps  because  DMA  was  much  higher  in  concentra- 
tion and  demethylation  adequate  as  confirmed  by  the 
high  DMA  concentration.  Since  amine  nitrogen  con- 
centrations in  uremia  are  comparable  to  blood  am- 
monia nitrogen  content  observed  in  patients  with 
hepatic  coma,  perhaps  asterixis  in  uremia  can  be  also 
attributed  to  altered  amine  metabolism. 

J.H.F. 
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TARTRAZINE  ALLERGY 

To  the  Editor: 

Many  adults  and  children  with  intrinsic  asthma, 
with  or  without  nasal  polyps,  are  sensitive  to  aspirin. 
Twenty-five  to  809?^  of  those  patients  are  also  allergic 
to  tartrazine  (yellow  dye  FD&C  #5)  which  is  present 
in  some  foods  as  well  as  some  drugs.  The  analgesic, 
acetaminophen,  has  been  used  as  a  substitute  for  pa- 
tients sensitive  to  aspirin;  it  contains  no  tartrazine  but 
the  medication  CoTylenol  does.  Recently  a  patient  of 
mine  reported  urticaria  and  anglo-edema  following  the 
administration  of  aspirin.  Its  omission  resulted  in 
elimination  of  symptoms  so  he  was  given  a  list  of  drugs 
containing  aspirin  and  a  list  of  foods  and  drugs  con- 
taining tartrazine  so  that  he  could  avoid  both.  He  was 
told  he  could  use  Tylenol.  He  returned  with  severe 
angio-edema  and  urticaria  and  reported  that  he  had 
taken  CoTylenol  which  is  acetaminophen  with  chlor- 
pheniramine and  pseudoephedrine.  I  found  that 
CoTylenol  did  contain  tartrazine  although  it  is  not 
listed  on  the  label  as  one  of  the  ingredients.  Thus, 
physicians  and  patients  should  be  aware  that  patients 
allergic  to  aspirin  and  tartrazine  should  avoid  prepara- 
tions, listed  below,  which  contain  tartrazine.  Tar- 


trazine is  being  removed  from  CoTylenol,  Minotal  and 
Capital  with  Codeine. 

Bayer  Children's  Aspirin 
Coricidin  Demilets 
Coriforte  Capsules 
Darvon-N  with  A.S.A. 
Ecotrin  Tablets 
Maolate 
Nebs  Tablets 
Os-Cal-Gesic  Tablets 
Parafon  Forte  Tablets 
Percodan  Tablets 
Ponstel  Kapseals  250  mg 
Sinutab  with  Codeine 
Coricidin  Medilets 
Darvon-N  Suspension 
Fiorinal  Capsules 
Norgesic 
Pabalate  Tablets 
Sinarest  Tablets 

Claude  A.  Frazier.  M.D. 

4-C  Doctors  Park 

Asheville.  North  Carolina  28801 
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NORTH  CAROLINA  MEDICAL 

PEER  REVIEW  FOUNDATION 

PSRO  HOSPITAL  REVIEW  REGULATIONS 

On  January  21,  the  Department  of  Health,  Educa- 
tion and  Welfare  (HEW)  published  proposed  regula- 
tions pertaining  to  requirements  for  the  assumption  of 
binding  review  authority  by  conditional  Professional 
Standards  Review  Organizations  (PSROs)  for  those 
federal  patients  eligible  to  receive  reimbursement  for 
medical  services  rendered  in  acute  care  facilities. 
These  proposed  regulations  reflect  the  historical  pro- 
cess that  has  resulted  from  the  experience  of  the 
PSRO,  the  American  Medical  Association's  actions 
regarding  the  November,  1974,  utilization  review  reg- 
ulations and  the  debate  between  the  Bureau  of  Quality 
Assurance  (BQA),  the  Bureau  of  Health  Insurance 
(BHI)  and  state  Medicaid  agencies  over  the  authority 
of  PSROs  for  coverage  and  exclusion  rules  and  review 
of  ancillary  services. 

The  January  proposals  grant  PSROs  the  binding 
authority  for  payment  purposes  in  determining:  ( 1 )  the 
medical  necessity  of  services  under  Medicare  and 
Medicaid;  (2)  whether  the  services  meet  professional 
standards  of  care  and  (3)  whether  the  services  are 
rendered  at  the  appropriate  level  of  care. 

After  an  evaluation  of  a  hospital's  ability  to  perform 
admission/concurrent  review  and  medical  care  evalu- 
ation studies,  the  PSRO  will  develop  a  Memorandum 
of  Understanding  (MOU)  with  hospitals  which  qualify 
and  desire  to  perform  delegated  review.  The  MOU 
between  the  hospital  and  the  PSRO  must  be  signed  by 
the  hospital's  administrator,  chairman,  trustees,  a 
representative  of  the  medical  staff  and  by  the  execu- 
tive director  of  the  PSRO.  While  PSROs  are  encour- 
aged to  develop  a  MOU  with  non-delegated  hospitals, 
the  PSRO  is  authorized  to  initiate  review  without  a 
MOU  if  the  PSRO's  "administrative  review  proce- 
dures" have  been  approved  by  HEW. 

The  refusal  of  a  hospital  in  the  PSRO  area  to  allow 
the  PSRO  to  enter  the  hospital  and  perform  all  PSRO 
duties  and  functions  required  under  Section  1160  of 
the  legislation  shall  constitute  a  violation  of  obliga- 
tions imposed  under  the  law.  The  PSRO  then  has  the 
right  and  responsibility  to  report  the  matter  to  the 
HEW  Secretary  under  Section  1157  of  the  act. 

PSRO  hospital  review  will  replace  many  functions 
now  performed  by  hospitals  under  Medicare  and 
Medicaid  laws.  For  example,  pre-PSRO  utilization 
review  activities,  attending  physician  certifications, 
state  survey  and  assistance  activities  and  review  and 
appeal  activities  will  be  replaced  by  PSRO  review 
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BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 

ANTIMINTH"  (pyrantel  pamoate) 
ORAL  SUSPENSION 

Actions.  Antimmth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Entevohius  vermicularis  (pmworm)  and  As- 
caris  lumbricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antimmth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0.13  /xg/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  m  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  m  urme  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Piegnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  m  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions:  Minor  transient  elevations  of 
SCOT  have  occurred  in  a  small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Childien  and 
Adults:  Antimmth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1  mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5  mg/lb.);  maximum  total 
dose  1  gram.  This  corresponds  to  a  simplified 
dosage  regimen  of  1  ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful=5  ml.) 

Antimmth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
IS  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antimmth  Oral  Suspension  is 
available  as  a  pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™of  5  ml  in  pack- 
ages of  12. 

More  detailed  professional  information 
available  on  request. 
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THERE  ARE  A 

LOT  OP  PEOPLE 

GETTING  BETWEEN 

YOU AND YOUR 

PATIENT 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  oftsetting  benefits.  Consider  three  examples: 

Drug  substitution  in  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  fil  led  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a  dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a  product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a  background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent,  since  neither  j^resent  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
"follow-on"  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a  risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  tor  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a  Federal  regulation  designed  to  cut  the  Government's 
drug  bill  by  setting  price  ceilings  for  tlriigs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a  particLilar  j-iroduct  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag    The  future  of  drug  and  device  re- 
search depends  upon  a  scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $  1  billion  of  its  own  funds  and  evaluating 
more  than  1 ,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a  major  barrier  to  the  flow  of  new 
drugs  to  your  patients :  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That's  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  'Washington. 

It  could  make  a  difference  in  your  practice  tomorrow. 


P-M'A 


■  III 


Pharmaceutical  Manufacturers  Association 

1155  Fifteenth  Street,  N.'W,  Washington,  D.C.  20005 


activities.  In  an  effort  to  further  eliminate  duplication 
of  review  efforts,  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  (JCAH)  has  adopted  a  policy  that 
would,  under  certain  conditions,  permit  the  medical 
care  evaluation  studies  conducted  on  a  regional  basis 
by  a  PSRO  to  be  accepted  for  accreditation  purposes. 

The  proposed  regulations  closely  resemble  the 
November  1974  Utilization  Review  regulations  in 
terms  of  procedures  for  admission  and  continued  stay 
review  (including  authorization  for  optional  pread- 
mission certification),  the  use  of  medical  screening 
criteria,  the  qualifications  and  limitations  of  review 
physicians,  the  use  of  non-physician  health  care  prac- 
titioners in  review  activities,  and  the  requirement  for 
medical  care  evaluation  studies.  One  modification  is 
that  the  proposed  regulations  allow  up  to  three  work- 
ing days  for  the  completion  of  admission  review  in- 
stead of  one  working  day.  However,  the  preamble 
stated  that  this  "should  not  be  interpreted  as  a 
guideline  for  timing  of  review,  but  as  an  upper  limit  for 
completion."" 

The  proposed  regulations  encourage  the  evolution 
of  "focused  review.""  This  will  allow  the  automatic 
certification  of  admission  and  in  some  cases,  entire 
hospital  stays.  This  can  be  accomplished,  however, 
only  after  the  PSRO  has  developed  a  sufficient  review 
capability  and  collected  adequate  data  to  justify  such 
action.  Such  "focusing""  of  concurrent  review,  to- 
gether with  monitoring  of  other  areas,  is  likely  to  be 
the  key  to  PSRO  efficiency  and  effectiveness.  It 
should  be  noted  that  those  hospitals  in  North  Carolina 
now  performing  review  for  Medicaid  patients  using 
the  North  Carolina  Medical  Peer  Review  Founda- 
tion"s  Physician  Evaluation  and  Education  Review 
System  (PEERS),  can  automatically  certify  certain 
admissions  based  on  diagnosis  and  demonstrated  per- 
formance. In  addition,  the  foundation"s  PEERS  sys- 
tem meets  the  PSRO  requirements  for  the  generation 
and  collection  of  data  necessary  for  the  development 
of  patient  and  practitioner  profiles  and  the  execution 
of  medical  care  evaluation  studies. 


Undercurrent  legislation,  each  PSRO  is  required  to 
notify  in  writing  all  hospitals  in  its  area  of  those  PSRO 
review  requirements  which  may  be  delegated  to  the 
hospital.  Each  hospital  must  be  notified  of  the  factors 
and  the  process  which  the  PSRO  will  use  for  evaluat- 
ing the  capability  of  a  hospital  review  committee  to 
perform  review  functions  and  the  procedure  neces- 
sary to  apply  for  a  delegation  of  PSRO  functions.  The 
PSRO's  evaluation  of  a  hospital  is  to  be  based  upon 
written  criteria  developed  by  the  PSRO  and  approved 
by  HEW.  The  evaluation  criteria  should  include  an 
assessment  of  the  hospital's  past  record  in  performing 
utilization  review  and  medical  care  evaluation  studies. 
Also  included  is  a  determination  of  whether  the  hospi- 
tal currently  has  represented  as  members  in  the  PSRO 
a  minimum  of  259c  of  its  physicians  with  active  staff 
privileges. 

During  February  and  March,  the  PSROs  in  North 
Carolina  contracted  with  HEW  for  official  designation 
as  the  review  organizations  for  the  eight  PSRO  areas 
in  the  state.  Seven  of  the  areas  have  been  designated 
planning  and  one  area  has  been  designated  condi- 
tional. 

During  the  planning  phase  the  PSROs  will  be  solicit- 
ing physician  membership,  developing  a  formal  re- 
view plan  and  assessing  the  hospitals  in  the  area  to 
determine  their  capability  to  perform  delegated  re- 
view. 

The  conditional  PSRO  will  within  si.x  months  begin 
conducting  binding  review  either  on  a  delegated  or 
non-delegated  basis.  Within  the  next  few  months  the 
PSROs  will  be  contacting  hospital  administrators, 
medical  staffs  and  boards  of  directors  to  discuss  in 
detail  the  activities  of  PSROs.  Physicians  desiring 
more  information  on  these  regulations  or  PSRO  ac- 
tivities should  contact  the  North  Carolina  Medical 
Peer  Review  Foundation  at  (919)  872-1708. 

Woodford  L.  Burnette 
Director,  PSRO 
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NEW  MEMBERS 

of  the  State  Society 


Anthony.  Richard  Robin,  MD  (OPH)  2203  S.  Sterling  St..  Morgan- 
ton  2865.'i 

Bailev-Newton.  Rebecca  Sue  (STUDENT)  1950  Beach  St..  Apt. 
C4-'9.  Winston-Salem  27103 

Bakerman.  Seymour.  MD  (PTH)  2902  Memorial  Dr..  Greenville 
27834 

Ball.  Marshall  Ray.  MD  (R)  715  Oaklawn  Ave..  Winston-Salem 
27103 

Bartles.  Lewis  Winston.  MD  (PTH)  8022  Kitridge  Bay.  Ft.  Mill, 
S.C.  29715 

Becker.  Denis.  MD  (INTERN/RESIDENT)  2600  Kingsley  Rd.. 
Raleigh  27612 

Benton.  George  Ruffin.  Ill,  MD(FP)The  Newland  Clinic.  Brevard 
28712 

Bernstein,  Daniel,  MD  (OPH)  Medical  Services  Bldg.,  Ruin  Creek 
Rd.,  Henderson  27536 

Bhoem,  Josephus  Thomas  J.  Maria,  MD  (INTERN/RESIDENT) 
3017  Weymouth  St..  #205.  Durham  27707 

Bramlev.  Michael  Laird,  MD  (PD)  211  Chowan  Rd.,  Greenville 
27834 

Brooks.  Roger  Charles  (STUDENT)  727  Hawthorne  Rd., 
Winston-Salem  27103 

Bryson.  Garv  Keith  (STUDENT)  436  Lockland  Ave.,  Winston- 
Salem  27103 

Burch,  Larry  Thomas,  MD  (P)  3637  Old  Vineyard  Rd..  Winston- 
Salem  27103 

Chapman,  John  Lynn  (STUDENT)  2018  Academy  St.,  Winston- 
Salem  27103 

Chiavetta,  Stephen  V.,  MD,  (CLP)  1311  St.  Mary's  St.,  Raleigh 
27605 

Clark.  Charles  Edward,  III,  MD(OTO)  UIOW.  MajnSt.,  Durham 
27701 

Coffin,  Lewis  Augustus.  III.  MD  (PD)  102  Bethesda  Medical  Ctr.. 
Winston-Salem  27103 

Crane.  Larry  Martin.  MD  24  Chancery  PI..  Durham  27707 

Crawford.  Larry  Clarke,  MD  (GS)  Rt.'#4,  Box  177-A,  Burlington 
27215 

Crouch.  Edward  Eugene.  MD.  (OPH)  306  Woodland  Tr..  Hender- 
sonville  28739 

Ellis.  Mark  Edward  (STUDENT)  136  Lamplighter  Cir..  Winston- 
Salem  27104 

Fajardo.  Agapito  Lacson.  MD.  (GP)  P.O.  Bo.x  513.  Roseboro  28382 

Fishbume.  Roben  Irl.  MD.  (RT)  P.O.  Box  3275.  Duke  Medical 
Ctr..  Durham  27710 

Fowler.  William  Vam  (STUDENT)  121  Mallette  St..  Chapel  Hill 
27514 

Furth.  Eugene  David.  MD.  (IM)  223  King  George  Rd..  Greenville 
27834 

Fyffe.  Deobrah  Lynn  (STUDENT)  220  Lockland  Ave..  Winston- 
Salem  27103 

Gallagher.  Timothy  Joseph.  MD.  (R)  The  Swiss  Chalets  9-A,  5 
Delano  Rd..  Asheville  28805 

Gibson.  Robert  Lester,  MD,  (AN)  Bowman  Gray,  Winston-Salem 
27103 

Gilbert,  Henry  Tucker.  MD  (R)  18  13th  Ave..  NE.  Hickory  28601 

Goss.  Frederick  Uhl  (STUDENT)  5002  Old  Oxford  Rd..  Chapel 
Hill  27514 

Grier.  Michael  William.  MD  (GE)  520  Biltmore  Ave..  Asheville 
28801 


Hershey,  Charles  Dana,  Jr.  MD  (AN)  6708  Pleasant  Dr.,  Chariotte 

28211 
Hill,  Haywood  Northrop,  Jr..  MD  (IM)  307  E.  Annex.  Doctor's 

Bldg..  Asheville  28801 
Kaldv.  Patricia  Mane  (STUDENT)  305   Hawthorne  Rd..  SW, 

Winston-Salem  27103 
Kim.  Khung-Hwae.  MD  (OBG)  P.O.  Box  190,  Plymouth  27962 
King,  James  Stovall,  MD  (NS)  UNC,  Dept.  Neurosurgery,  148 

Clinical  Sciences  Bldg.,  Chapel  Hill  27514 
Kohl.  David  Wolters  (STUDENT)  406  Pritchard  Ave.  Chapel  Hill 

27514 
Lassiter.  Kenneth  Robert  Lee.  MD  (NS)  1900  Randolph  Rd..  Ste. 

502.  Charlotte  28207 
Laufe.  Leonard  Edward.  MD  (OBG)  International  Fertility  Re- 
search Program.  Research  Triangle  Park  27709 
Lee.  Chong  Moo.  MD  (AN)  733-G  The  Colony.  Buriington  27215 
Lewis.  Richard  Harlow  (STUDENT)  BOX  2812.  Duke  Medical 

Ctr..  Durham  27710 
Logel.  Robert  John.  MD  (ORS)  201  Queensberry  Dr..  Fayetteville 

28305 
Mappin,  Francis  Gregory  (STUDENT)  Box  2779,  Duke  Medical 

Ctr.,  Durham  27710 
McNeill,  Calvin  (STUDENT)  UNC,  622  Craige  Hall,  Chapel  Hill 

27514 
Miller,  Malcolm  Elmore.  MD  (OTO)  1610  Vaughn  Rd.,  Box  2480, 

Burlington  27215 
Nesbit,  Frederick,  MD  (P)  1900  Randolph  Rd.,  Chariotte  28207 
Oddson.  Terrence  Andrew.  MD  ( DR)  Box  3808,  Duke  Medical  Ctr. . 

Durham  27710 
Oliver,  Kenneth  Leon,  MD  (RENEWAL)  1900  Randolph  Rd.. 

Chariotte  28207 
Pace,  John  Sanderson,  MD  (AN)  1503-6  Village  Dr.,  Wilmington 

28401 
Payne,  Jon  Michael,  MD  (IM)  1202  Medical  Ctr.  Dr..  Wilmington 

28401 
Peden.  James  Gwyn.  Jr..  (STUDENT)  207'-^  Carr  St..  Chapel  Hill 

27514 
Pepkowitz.  Samuel  Herschel.  MD  (PD)  303  Club  Pines  Rd.  Green- 
ville 27834 
Phillips.  John  Barnes.  MD  (OBG)  430  Biltmore  Ave..  Asheville 

28801 
Place,  James  Gilbert,  MD  (R)  Box  475.  Banner  Elk  28604 
Rowe.  Theodore  Charles.  Ill,  MD  (EM)  5755   Balsom  Rd., 

Pfafftown  27040 
Rust,  Carl  King,  II,  MD  (IM)  2702  Columbia  Ave.,  Wilmington 

28401 
Sanghi,  Hanshankar  Lai.  MD  (P)  105  E.  Goldsboro  Rd..  Goldsboro 

27530 
Severance.  Harry  Wells,  Jr.  (STUDENT)  Box  2892,  Duke  Medical 

Ctr..  Durham  27710 
Small.  James  Michael  (STUDENT)  Box  2805.  Duke  Medical  Ctr.. 

Durham  27710 
Tidwell.John  W..  II,  MD  (RENEWAL)  1900  Randolph  Rd,  Char- 
lotte 28207 
Varia,  Mahesh  Kumar  Amratlal,  MD  (TR)  UNC,  Div.  Radiation 

Therapy.  Chapel  Hill  27514 
Volosin.   Kent  Joseph  (STUDENT)   B5-32    1950  Beach  St.. 

Winston-Salem  27103 
Westmoreland.   Robert  Torance.   MD  (AN)  965   Avon   Rd.. 

Winston-Salem  27104 
White.  Thomas  Walker.  III.  MD  (FP)  905  N.  Queen  St..  Kinston 

28501 
Wilkins.    Robert    Henry.    MD.    (RENEWAL)    Duke.    Div. 

Neurosurgery.  Durham  27710 
Willis.  Larry.  MD.  (RENEWAL)  2203  S.  Steriing  St..  Morganton 

28655 
Yun.  Paul  Tajen.  MD.  (IM)  P.O.  Box  1284.  442  Fleming  Ave.. 

Manon  28752 
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WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
the  Bowman  Gray,  Duke  and  UNC  Schools  of  Medicine  and  at 
Dorothea  Dix  are  accredited  by  the  American  Medical  Association. 
Therefore  CME  programs  sponsored  or  co-sponsored  by  these 
schools  automatically  qualify  for  AMA  Category  I  credit  toward  the 
AMA's  Physician's  Recognition  Award,  and  for  North  Carolina 
Medical  Society  Category  "A"  credit.  Where  AAFP  credit  has 
been  requested  or  obtained,  this  also  is  indicated. 

2.  The  "place"  and  "Sponsor"  are  indicated  for  a  program  only 
when  these  differ  from  the  place  and  source  to  write  "for  informa- 
tion." 

PROGRAMS  IN  NORTH  CAROLINA 

July  1-3 

7th  Annual  Sports  Medicine  Symposium 
Place:  Blockade  Runner  Motor  Hotel,  Wrightsville  Beach 
Credit:  AAFP  approval  requested 

For  Information:  Frank  C.  Wilson.  M.D.,  N.C.  Memorial  Hospital. 
Chapel  Hill  27514 

July  10-15 

Morehead  Postgraduate  Symposium 

For  Information:  M.  Henderson  Rourk,  Jr.,  M.D.,  Box  3009,  Duke 
University  Medical  Center.  Durham  27710 

July  24-29 

Annual  Meeting  of  the  Southern  Obstetric  and  Gynecological 

Seminar.  Inc. 
Place:  Grove  Park  Inn,  Asheville 
Credit:  21  hours  AAFP  approval  requested 
For  Information:  Otis  Duck,  M.D.  Drawer  F,  Mars  Hill  28754 

August  1-5 

Fifth  Annual  Beach  Workshop 

Fee:  $125 

Credit:  20  hours;  AAFP  approval  requested 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine. 
Winston-Salem  27103 

September  9-10 

North  Carolina-Virginia  Dermatology  Association  Symposium 

Place:  Ben^hill  Hall 

For  Information:  Oscar  L.  Sapp,  III,  M.D.,  Associate  Dean  for 

Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 

27514 

September  9-10 

Annual  Meeting  of  the  North  Carolina  Chapter  of  the  American 
Academy  of  Pediatrics  and  the  North  Carolina  Pediatric  Society 

Place:  Center  for  Continuing  Education.  Appalachian  State  Uni- 
versity, Boone 

For  Information:  Mrs.  John  McLain,  Executive  Secretary,  3209 
Rugby  Road,  Durham  27707 

September  12 

The  Chemistry  and  Biology  of  Antiviral  Drugs 

For  Information:  Stanley  Grosshandler.  M.D..  Director  for  Con- 
tinuing Medical  Education,  Burtoughs  Wellcome.  3030  Comwal- 
lis  Road.  Research  Triangle  Park  27709 

September  14-15 

22nd  Annual  Angus  M.  McBryde  Perinatal  Symposium 

Place:  Duke  University  Medical  Center 

Sponsors:  Division  of  Perinatal  Medicine,  Duke  and  North  Carolina 
Department  of  Human  Resources 

Fee:  $50 

Credit:  12  hours;  AMA  Category  I;  AAFP  Approval  requested 

For  Information:  Lillian  R.  Blackmon,  M.D.,  Box  3936.  Duke  Uni- 
versity Medical  Center,  Durham  27710 

September  16-17 

7th  Walter  L.  Thomas  Symposium  on  Gynecological  Malignancy 

and  Surgery 
Place:  Duke  University  Medical  Center 


Sponsor:  Duke  University  Medical  Center.  Department  of  Obstet- 
rics and  Gynecology 

Fee:  $100 

Credit:  12  hours;  AMA  Category  1;  AAFP  approval  requested 

For  Information:  William  T.  Creasman,  M.D..  Box  3079.  Duke 
University  Medical  Center.  Durham  27710 

September  21-25 

North  Carolina  Medical  Society  Annual  Committee  Conclave 

Place:  Mid-Pines  Club.  Southern  Pines 

Regular  meetings  will  be  scheduled  for  the  Chairman  and  members 
of  almost  all  regular  Committees  of  the  Medical  Society.  Commit- 
tee members  should  plan  to  be  present 

For  Information:  Mr.  William  N.  Hilliard.  Executive  Director. 
North  Carolina  Medical  Society,  P.O.  Box  27167.  Raleigh  2761 1 

September  22-25 
1977  Duke  University  Invitational  Assembly  for  Advanced  Urology 
Place:  Pinehurst  Hotel  and  Country  Club 
Credit:  18  hours 

For  Information:  Virginia  Jordan,  Assembly  Secretary,  Box  3343, 
Duke  University  Medical  Center,  Durham  27710 

September  24-25 
Practical  Dermatology  for  the  Non-Dermatologist 
Place:  Blockade  Runner,  Wrightsville  Beach 
Sponsors:  Department  of  Dermatology  and  the  Office  of  Continuing 

Education,  University  of  North  Carolina  at  Chapel  Hill;  AHEC 
Credit:  7  hours;  AAFP  approval  requested 
For  Information:  W.  Mitchell  Sams.  Jr.,  M.D..  Department  of 

Dermatology.  UNC  School  of  Medicine.  Chapel  Hill  27514 

October  5-6 

17th  Annual  Charlotte  Postgraduate  Seminar 

Place:  Auditorium.  Charlotte  Memorial  Hospital  and  Medical 

Center 
Credit:  12  hours;  AAFP  credit  approved 
For  Information:  David  S.  Citron,  M.D.,  P.O.  Box  2554,  Charlotte 

28234 

October  15-16 

Association  for  Practitioners  in  Infection  Control  Seminar 

Place:  Berryhill  Hall 

For  Information:  Oscar  L.  Sapp,  III.  M.D,,  Associate  Dean  for 

Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 

27514 

October  20-22 
Annual  Meeting  of  the  North  Carolina  and  South  Carolina  Societies 

of  Ophthalmology  and  Otolaryngology 
Place:  Hilton  Hotel,  Myrtle  Beach.  South  Carolina 
For  Information:  William  M.  Satterwhite,  Jr..  M.D.,  1420  Plaza 

Drive.  Winston-Salem  27103 

October  20-23 

Annual  Fall  Meeting  —  North  Carolina  Society  of  Internal 
Medicine 

Place:  Cloister.  Sea  Island,  Georgia 

For  Information:  Thomas  N.  Massey.  Jr..  M.D..  217  Travis  Av- 
enue, Chariotte  28204 

November  11-12 

Cardiology  Symposium 

Place:  Berryhill  Hall 

For  Information:  Oscar  L.  Sapp,  III,  M.D.,  Associate  Dean  for 

Continuing  Education.  UNC  School  of  Medicine.  Chapel  Hill 

27514 

August  25-27 

Advanced  Ultrasound  of  the  Abdomen  &  Obstetrics 

Place:  Dutch  Inn.  Buena  Vista,  Florida 

Sponsors:  Postgraduate  Course  in  Medical  Sonics.  Bowman  Gray 
School  of  Medicine  and  the  Department  of  Radiology,  Orange 
Memorial  Hospital,  Orlando.  Fl. 

For  Information:  James  F.  Martin.  M.D.,  Director.  Center  of  Medi- 
cal Ultrasound,  Bowman  Gray  School  of  Medicine,  Winston- 
Salem  27103 

October  24-28 

Radiology  Postgraduate  Course 

Place:  Southampton  Princess  Hotel,  Bermuda 

Sponsor:   Department  of  Radiology.   Duke   University   Medical 

Center 
Fee:  $250 

Credit:  25  hours;  AMA  Category  I 
For  Information:  Robert  McLellan.  M.D..  Radiology,  Box  3808, 

Duke  University  Medical  Center,  Durham  27710 
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North  Carolina  Medical  Society 
Major  Hospital  and  Nurse  Expense  Insurance 


$25,000  Major  Hospital  and  Nurses  Expense  Policy- 
75  percent  —  25  percent  Co-Insurance 


PLAN  A 

$100  DEDUCTIBLE 

Member's  Age 

Member 

Member  and  Spouse 

Member,  Spouse  & 
All  Children 

Under  40 
40-49 
50-59 
50-64* 

$  82.50 
125.00 
182.50 
286.50 

$206.00 
302.50 
417.00 
640.00 

$288.00 
384.50 
499.00 
722.00 

PLAN  B 

$300  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 

$  50.00 

76.00 

118.50 

180.00 

$114.00 
176.00 
254.00 
402.00 

$150.00 
212.00 
290.00 
438.00 

PLAN  C 

$500  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 
65-69** 

$  31.50 

51.50 

82.50 

138.50 

58.00 

$  69.00 
118.50 
182.50 
308.00 
170.00 

$  91.50 
141.00 
205.00 
330.50 
192.50 

PLAN  D 

$1,000  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 
65-69** 

$  23.50 

38.50 

62.00 

104.00 

43.00 

$  51.50 

89.00 

137.00 

231.00 

127.00 

$  68.50 
106.00 
154.00 
248.00 
144.00 

*  Shown  for  renewal  only.  Enrollment  limited  to  members  under  age  60. 

•'Integrates  with  Medicare  at  age  65. 

Premiums  apply  at  current  age  on  entry  and  attained  age  on  renewal.  Semi-annual  premiums  are  one-half  the  annual  plus  50  cents. 


Term  Lite  Insurance  Proorani 


Member's 

Spouse's 

Age 

$10,000 

$20,000 

$30,000 

$40,000 

$50,000 

Age 

$5,000 

Under  30 

$  27 

$  54 

$  81 

$    108 

$   135 

Under  30 

$  11 

30-34 

29 

58 

87 

116 

145 

30-34 

12 

35-39 

38 

76 

114 

152 

190 

35-39 

15 

40-44 

56 

112 

168 

224 

280 

40-44 

22 

45-49 

84 

168 

252 

336 

420 

45-49 

34 

50-54 

131 

262 

393 

524 

655 

50-54 

52 

55-59 

203 

406 

609 

812 

1,015 

55-59 

81 

60-64 

306 

512 

918 

1,224 

1,530 

60-64 

122 

65-69 

242 

484 

726 

968 

1,210 

65-69 

97 

All  Children— $12  annually.  $2,500  after  age  6  months 
The  above  plans  quality  for  use  in  the  Professional  Association. 


For  Full   Information — Write  or  Call 

Golden-Brabhann  Insurance  Agency,  Inc. 

Ralph  J.  Golden  Van  Brabham  III 

108    E.   Northwood    St.,    Phone:    BRoadway   5-3400,    Box   6395,   Greensboro,    N.   C.  27405 


maam 


PROGRAMS  IN  CONTIGUOUS  STATES 
June  8-10 

4th  Annual  Symposium  on  Recent  Advances  and  Common  Prob- 
lems in  Pediatrics 

Place:  Hyatt  Regency  Hotel.  Washington.  D.C. 

Sponsor:  Children's  Hospital.  National  Medical  Center  and  the 
Department  of  Child  Health  and  Development  of  George 
Washington  Universitv  Medical  Center 

Fee:  $225 

Credit:  \5"2  hours;  AM  A  Category  I.  AAFP  approved 

For  Information:  Childrens  Hospital  National  Medical  Center.  2125 
13th  Street.  N.W..  Washington,  D.C.  20009 

June  13-15 

The  8th  Annual  Multidisciphnary  Conference  on  Health  Records 

Place:  Stouffer's  National  Center  Hotel.  Arlington,  Virginia 

Sponsor:  Association  for  Health  Records 

For  Information:  Executive  Director.  Association  for  Health  Rec- 
ords. Case  Western  Reserve  University,  School  of  Medicine, 
Cleveland,  Ohio  44106 

June  23-25 
The  Physician  As  Consultant  in  Sexual  and  Marital  Health 
Place:  Landmark  Resort  Hotel,  Myrtle  Beach,  South  Carolina 
Sponsors:  Division  of  Continuing  Education  and  Department  of 
Medical  Social  Science  &  Marital  Health,  Bowman  Gray  School 
of  Medicine 
Credit:  12  hours;  AMA  Category  I;  AAFP  approval  requested 
For  Information:  Emery  C.  Miller.  M.D.,  Associate  Dean  for  Con- 
tinuing  Education,   Bowman   Gray   School   of  Medicine, 
Winston-Salem  27103 

September  22-25 
Acute  Problems  in  Neurology 
Place:  Tides  Inn,  Irvington,  Virginia 
Sponsors:   Departments  of  Neurology  and  Continuing  Medical 

Education,  School  of  Medicine.  Medical  College  of  Virginia 
Fee:  $150 

Credit:  11  hours;  AMA  Category  I;  AAFP  approval  requested 
For  Information:  Richard  M.  Mansfield.  EdD.  Program  Director, 

Continuing  Medical   Education.   Medical  College  of  Virginia. 

Richmond.  Virginia  23298 


For  Practice  Management 
Information  Systems... 

Call  The  Specialists 
Call  Systemedics 


1^ 

OJ 
CD 

r^ 


FOR  improved  cash  flow  and 
financial  control 

FOR  automatic  processing  of 
patient  statements  and 
insurance  information 

FOR  improved  patient  management 
through  use  of  our 
Problem  Oriented  Record 

FOR  continuing  service  and 
management  assistance 

Carolina 

systemedics 

P.O.  Box  1378 

Wilmington,  North  Carolina  28401 


October  16-18 

Cancer  Concepts  1977 

Place:  Sheraton  Inn.  Gatlinburg.  Tennessee 

For  Information:  Dr.  Harvey  Goodman.  Department  of  Continuing 
Medical  Education.  University  of  Tennessee  Center  for  the 
Health  Sciences,  1924  Alcoa  Highway,  Knoxville,  Tennessee 
37920 

October  17-23 

20th  Annual  Scientific  Meeting  and  Workshops  —  American  Soci- 
ety of  Clinical  Hypnosis 

Place:  Omni  International  Hotel,  Atlanta,  Georgia 

Credit:  AMA  Category  I 

For  Information:  William  F.  Hoffman,  Jr.,  Executive  Director, 
Suite  218,  2400  East  Devon  Avenue,  Des  Plaines,  Illinois  60018 


The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  'WHAT':'  WHEN?  WHERE'!'".  P.O.  Box 
27167.  Raleigh  27611.  by  the  10th  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A  "Request  for  Listing"  form  is  available 
on  request. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


The  roster  of  the  Basic  Science  (core)  of  the  School 
of  Medicine  now  includes  the  following  fulltime 
members  as  listed  below  with  the  school  from  which 
each  came: 

Anatomy:  Professor  and  chairman,  Michael  R. 
Schweisthal.  Ph.D.  (Kentucky);  professor,  R,  Fred- 
erick Becker,  Ph,D,  (Michigan  State);  associate  pro- 
fessors, Hubert  W,  Burden,  Ph.D.  (Louisiana  State), 
and  Irwin  E.  Lawrence,  Ph.D.  (Wyoming,  ECU);  as- 
sistant professors.  Jack  E.  Brinn.  Jr..  Ph.D,  (Her- 
shey),  Thomas  M.  Louis,  Ph.D.  (Michigan  State,  Ox- 
ford) and  M.  Evelyn  McNeill.  Ph.D.  (Medical  College 
of  Virginia). 

Biochemistry:  Professor  and  chairman,  Wilhelm  R. 
Frisell,  Ph.D.  (Medical  College  of  New  Jersey);  as- 
sociate professors,  Sam  N.  Pennington,  Ph.D.  (Uni- 
versity of  Missouri).  G.  Lynis  Dohm,  Ph.D.  (Kansas 
State);  assistant  professors,  Hisham  A.  Barakat, 
Ph.D.  (Baylor)  and  Richard  H.  L.  Marks,  Ph.D.  (Med- 
ical College  of  New  Jersey), 

Microbiology:  Professor  and  chairman,  Bryan  T. 
Burlingham,  M.D.,  Ph.D.  (Kansas  State);  associate 
professors,  Robert  S.  Fulghum,  Ph.D.  (Kentucky) 
and  A.  Mason  Smith,  Ph.D.  (N.I.H.,  ECU);  instruc- 
tor, James  E.  Akers,  Ph.D.  (Kansas  State). 

Pharmacology:  Professor  and  chairman,  Wallace  R, 
Wooles,  Ph.D.  (Medical  College  of  Virginia);  profes- 
sor, John  P.  DaVanzo,  Ph.D.  (Medical  College  of 
Virginia,  Pharmaceutical  Industry);  associate  profes- 
sor. Alphonse  J.  Ingenito,  Ph.D.  (Albany);  assistant 
professors,  Donald  W.  Barnes,  Ph.D.  (Medical  Col- 
lege of  Virginia)  and  Andrea  Hunter,  Ph.D.  (Vander- 
bilt). 

Physiology:  Professor  and  chairman,  Robert  E. 
Thurber,  Ph.D.  (Jefferson  Medical  College);  profes- 
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sor,  David  L.  Beckman,  Ph.D.  (University  of  North 
Dakota);  associate  professor,  Edward  M.  Lieber- 
man.  Ph.D.  (Bowman  Gray);  assistant  professors, 
Samuel  G.  lams.  Ph.D.  (Cincinnati)  and  John  C. 
Yeager.  Ph.D.  (Michigan  State). 

Dr.  Sam  Pennington  was  elected  to  the  American 
Society  of  Biological  Chemists  at  the  1977  meeting  of 
the  Federation  of  American  Societies  for  Experimen- 
tal Biology  in  Chicago  recently.  He  and  Drs.  Hisham 
Barakat,  Lynis  Dohm  and  Richard  Marks  of  the 
biochemistry  department  presented  papers  at  these 
federation  meetings. 

Dr.  Michael  Schweisthal,  professor  and  chairman 
of  the  Department  of  Anatomy  since  1970,  has  re- 
signed to  become  professor  of  anatomy  with  addi- 
tional responsibilities  in  the  dean's  office  in  the  devel- 
oping school  of  medicine  at  Oral  Roberts  University  in 
Tulsa.  Dr.  Jack  Brinn,  Jr..  will  function  as  acting 
ch;iirman  of  the  department  while  Dr.  Schweisthal's 
successor  is  being  selected. 

Dr.  Robert  G.  Brame  has  accepted  the  position  of 
professor  and  chairman  of  the  department  of  obstet- 
rics and  gynecology  and  will  assume  his  duties  in 
Greenville  early  this  summer.  He  is  professor  and  vice 
chairman  of  the  department  of  obstetrics  and  gynecol- 
ogy at  Duke. 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 
NORTH  CAROLINA  MEMORIAL  HOSPITAL 


The  School  of  Medicine  selected  five  persons,  in- 
cluding four  UNC-CH  alumni.  March  25  to  receive  its 
highest  honor,  the  Distinguished  Service  Award. 

Those  honored  were:  Smithfield  native  Dr.  Thomas 
Albert  Farmer,  Jr.,  vice  president  for  health  affairs 
and  chancellor  of  the  University  of  Tennessee  Center 
for  the  Health  Sciences;  Charlotte's  William  Thomas 
Harris,  chairman  of  the  board  of  Harris-Teeter  Super 
Markets;  John  Taylor  Manning,  a  Chapel  Hill  and 
Hillsborough  attorney. 

Dr.  Mary  Margaret  McLeod,  the  first  pediatrician 
to  practice  in  Sanford;  and  Dr.  George  Dial  Penick, 
professor  and  chairman  of  the  department  of  pathol- 
ogy at  the  University  of  Iowa  College  of  Medicine. 

Established  in  1955  on  the  75th  anniversary  of  the 
founding  of  the  UNC-CH  School  of  Medicine,  the 
Distinguished  Service  Award  recognizes  those  indi- 
viduals whose  distinguished  careers  and  unselfish 
contributions  have  added  prestige  to  the  University 
and  its  medical  school. 

Awards  and  citations  were  presented  by  Dr.  Chris- 
topher C.  Fordham  III,  dean  of  the  School  of  Medi- 

JuNE  1977.  NCMJ 


patients  with 
Paget's  Disease 


You  can  get 
updated  information 
on  the  disease  and 
on  effective  treatment 
for  Its  symptoms  of 
bone  pain,  skeletal 
deformities,  and 
neurologic  deficits 

Just  send  the 
coupon  below 


Armour  Pharmaceutical       D  Send  latest  information 
P5'\^  Company  on  Pagefs  Disease  of  Bone. 

Greyhound  Tower  D  Have  your  representative 

1 11  West  Clarendon  Avenue     call  on  me 
Phoenix,  Arizona  85077 


Dr 


Address 


City 


State 


Zip 
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cine,  during  the  annual  alumni  banquet  at  the  Carolina 
Inn. 


a  book  on  progress  in  the  field  of  neuropsychophar- 
macology  during  the  last  20  years. 


Of  the  1,200  physicians  responding  to  a  recent  sur- 
vey conducted  by  the  Area  Health  Education  Centers 
(AHEC)  program  in  North  Carolina,  three-fourths  re- 
ported a  need  for  more  family  practice  physicians  and 
one-half  said  physicians  in  internal  medicine  and  reg- 
istered nurses  are  in  short  supply. 

The  AHEC  program  began  in  1972  and  is  a 
statewide  effort  to  improve  the  numbers  and  distribu- 
tion of  health  personnel  in  North  Carolina. 

Of  particular  interest  to  the  AHEC  program  is  the 
survey  finding  that  almost  all  the  physicians  respond- 
ing have  heard  about  AHEC  and  nearly  two-thirds 
have  had  some  direct  contact  with  the  program. 

Some  reasons  given  by  the  physicians  for  settling  in 
the  state  were: 

*  Importance  of  hospital  facilities 

*  Opportunity  to  participate  in  educational  ac- 
tivities supported  by  AHEC 

*  Innovative  programs  such  as  the  family  nurse 
practitioner  program 

*  Recruitment  efforts  of  AHEC  and  the  State  Of- 
fice of  Rural  Health 

*  Availability  of  clinical  support  personnel 

*  Attractiveness  of  the  area 

*  Regular  contact  with  other  physicians 


Dr.  M.  Stephen  Mahaley,  Jr.  has  been  named  pro- 
fessor of  surgery  and  chief  of  the  division  of 
neurosurgery.  His  appointment,  announced  by  Dr. 
Colin  G.  Thomas,  Jr.,  chairman  of  the  department  of 
surgery,  following  action  by  the  UNC  Board  of  Gov- 
ernors, was  effective  March  1. 

Mahaley  comes  to  Chapel  Hill  from  Duke  Univer- 
sity Medical  Center  where  he  had  been  on  the  faculty 
since  1965. 

Mahaley  succeeds  Dr.  Gordon  Dugger  who  has 
been  chief  of  the  neurological  surgery  division  since 
1956.  Dugger  will  continue  on  the  faculty  as  professor 
of  neurosurgery. 


Dr.  Christopher  C.  Fordham,  III,  dean  of  the 
School  of  Medicine,  has  been  inducted  as  an  honorary 
member  of  the  Order  of  the  Golden  Fleece,  the  Uni- 
versity's oldest  honorary  society.  Inductees  are  cho- 
sen for  their  outstanding  achievements  as  leaders  in 
the  University  community. 


Dr.  Lindsey  M.  Hutt,  research  associate,  depart- 
ment of  bacteriology  and  immunology  and  the  Cancer 
Research  Center,  gave  an  invited  seminar  titled 
"Epstein-Barr  Virus  and  Lymphoproliferafive  Dis- 
ease," March  3  at  the  University  of  Massachusetts 
Medical  School. 


Dr.  John  Savory,  director  of  clinical  chemistry,  pre- 
sented a  plenary  lecture  on  arsenic  poisoning  at  the 
International  Union  of  Pure  and  Applied  Chemistry's 
meeting  on  toxic  metals  in  Monte  Carlo,  March  2-6. 


Dr.  William  C.Trier,  professor  of  surgery,  chaired  a 
symposium  on  "Refinements  in  Cleft  Lip  and  Palate 
Surgery"  sponsored  by  The  American  Cleft  Palate 
Educational  Foundation  in  Chicago,  March  15-16. 


Dr.  George  Johnson,  Jr.,  professor  and  chief  of 
general  surgery,  moderated  a  symposium  on  compli- 
cations of  vascular  surgery  at  a  meeting  of  the  Associ- 
ation for  Vascular  Surgery,  held  Feb.  5  in  Duck  Key, 
Florida. 


Dr.  Suzann  K.  Campbell,  assistant  professor  of 
physical  therapy  and  consultant  to  the  division  for 
disorders  of  development  and  learning,  has  been 
named  to  American  Men  and  Women  of  Science. 


Dr.  Frank  C.  Wilson,  professor  and  chief  of  or- 
thopedic surgery,  has  been  named  president-elect  of 
the  Association  of  Orthopedic  Chairmen. 

Wilson  served  on  the  board  of  directors  of  the  as- 
sociation from  1973  until  1976.  He  is  one  of  approxi- 
mately 170  chairmen  of  orthopedic  departments  who 
are  members  of  the  association. 


Three  members  of  the  Division  of  Physical  Therapy 
recently  attended  a  meeting  of  the  Society  for  Re- 
search in  Child  Development  in  New  Orieans.  Par- 
ticipants included:  Dr.  Suzann  K.  Campbell,  assistant 
professor  of  physical  therapy;  Dr.  Janet  Donatelle, 
postdoctoral  fellow;  and  Irma  Wilhelm,  research  as- 
sociate. 


Dr.  Morris  A.  Lipton,  Sarah  Kenan  Professor  of 
Psychiatry  and  director  of  the  Biological  Sciences  Re- 
search Center,  has  been  elected  president  of  the 
American  College  of  Neuropsychopharmacology 
(ACN). 

Lipton  also  was  selected  by  the  organization  to  edit 


Dr.  Margaret  L.  Moore,  professor  in  the  Division  of 
Physical  Therapy,  participated  in  a  training  institute 
on  "Instructional  Strategy  in  Physical  Therapy"  in 
Norman,  Oklahoma.  Her  keynote  address,  "Implica- 
tions for  Teaching  and  Curriculum  Planning,"  re- 
flected the  final  report  of  the  clinical  education  project 
Moore  directed  from  1974-76.  The  week-long  program 
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was  sponsored  by  the  American  Physical  Therapy 
Association  and  used  as  primary  faculty  members  the 
UNC-CH  School  of  Medicine's  Office  of  Medical 
Studies. 


Dr.  Kenneth  H.  Dudley,  associate  professor  of 
pharmacology,  has  received  a  one-year  research  grant 
from  the  Epilepsy  Foundation  to  develop  better 
methods  for  determining  drug  concentrates  in  pa- 
tients' blood. 


Dr.  George  R.  Breese,  professor  of  psychiatry  and 
pharmacology,  presented  a  paper  titled,  "Alterations 
in  the  Neurocytotoxicity  of  Dihydroxytryptamine  by 
Pharmacological  Agents,"  at  a  conference  March  30 
on  Serotonin  Neurotoxins  at  the  New  York  Academy 
of  Sciences. 


Dr.  Gerald  D.  Frye,  candidate.  Dr.  Fred  W.  Ellis, 
professor  of  pharmacology  and  Dr.  George  R.  Breese, 
professor  of  psychiatry  and  pharmacology,  presented 
a  paper  at  the  Milton  M.  Gross  Memorial  Symposium 
on  Alcoholism  in  April  at  the  University  of  Illinois 
Medical  Center  campus  in  Chicago.  They  discussed 
"Involvement  of  Norepinephrine,  dopamine,  or 
5-Hydroxytryptamine  in  the  Development  of  Physical 
Dependence  on  Ethanol." 


Dr.  Gordon  L.  Coppoc,  a  former  instructor  in 
pharmacology  at  UNC-CH  from  1966-67,  has  been 
promoted  to  full  professor  of  pharmacology  in  the 
School  of  Veterinary  Science  and  Medicine  at  Purdue 
University. 


David  Gary  Klapper  has  been  named  an  assistant 
professor  in  the  department  of  bacteriology  and  im- 
munology. His  appointment,  announced  by  Chancel- 
lor Ferebee  Taylor,  will  be  effective  July  1 . 


New  professors  in  the  School  of  Medicine  were 
announced  by  Chancellor  Feretjee  Taylor,  and  will  be 
effective  July  1.  They  are:  Cary  M.  Cooper,  depart- 
ment of  pharmacology;  George  M.  Himadi,  depart- 
ment of  radiology;  Kenneth  J.  Levin,  department  of 
anesthesiology;  and  Mabel  M.  Parker,  division  of 
physical  therapy,  department  of  medical  allied  health 
professions. 

New  associate  professors  are:  Myron  B.  Liptzin 
and  Shirley  Sanders,  department  of  psychiatry. 


A  new  award,  designed  to  honor  a  faculty  member 
of  the  UNC-CH  School  of  Medicine  for  outstanding 
contributions  to  alumni  and  the  state,  has  been  estab- 
lished by  the  medical  school's  alumni  association. 


The  Distinguished  Faculty  Award,  to  be  presented 
for  the  first  time  beginning  in  1978,  will  recognize  a 
faculty  member  for  excellence  in  teaching  and  con- 
tributions to  medicine  in  the  state. 

This  award  also  will  honor  that  individual  who  has 
shown  leadership  in  continuing  education  of  practic- 
ing physicians  and  accomplishments  in  improving 
communications  between  faculty  and  alumni  and 
people  of  the  state  and  nation. 


Dr.  W.  Reece  Berryhill,  dean  emeritus  of  the  School 
of  Medicine  at  the  University  of  North  Carolina  at 
Chapel  Hill,  received  the  American  College  of  Physi- 
cians' highest  award  in  April  at  the  society's  annual 
meeting  in  Dallas,  Texas. 

Berryhill  was  one  of  nine  persons  chosen  to  receive 
the  Masters  Award.  His  designation  as  Master  of  the 
College  is  the  highest  level  attainable  within  the  62- 
year-old  organization. 

Also  honored  at  the  national  meeting  was  the  North 
Carolina  Area  Health  Education  Centers  (AHEC) 
program.  The  College  presented  the  first  Richard  and 
Hinda  Rosenthal  Foundation  Award  to  the  AHEC 
program  in  recognition  of  its  innovative  approach  to 
the  complex  problem  of  health  personnel  distribution 
by  geography  and  specialty. 


The  neurobiology  program  at  the  University  of 
North  Carolina  at  Chapel  Hill  marked  its  1 0th  anniver- 
sary April  18  with  a  special  public  symposium  featur- 
ing three  internationally  recognized  scientists. 

Speakers  included  Nobel  laureate  Sir  Bernard 
Katz,  professor  of  biophysics  at  University  College, 
London;  Dr.  Seymour  Benzer,  professor  of  biology  at 
the  California  Institute  of  Technology;  and  Dr.  Syd- 
ney Brenner,  head  of  the  section  of  genetics  in  the 
medical  research  council  unit  at  the  University  Post- 
graduate Medical  School,  Cambridge,  England. 


Dr.  Daniel  Allen  MacPherson,  80,  professor 
emeritus  of  bacteriology  in  the  School  of  Medicine  at 
the  University  of  North  Carolina  at  Chapel  Hill,  died 
March  28,  following  a  heart  attack. 

For  more  than  four  decades.  Dr.  MacPherson  was  a 
member  of  the  faculty  of  the  UNC-CH  School  of 
Medicine.  He  was  the  first  chairman  of  the  Universi- 
ty's department  of  bacteriology  and  during  his  career 
taught  numerous  physicians  now  practicing  medicine 
in  North  Carolina.  He  was  named  emeritus  professor 
of  bacteriology  in  1966. 

He  earned  his  Ph.B.  degree  in  1919  and  his  Sc.M. 
degree  in  1920  from  Brown  University.  Dr.  MacPher- 
son was  awarded  his  Ph.D.  degree  in  1929  by  the 
University  of  Chicago. 

Dr.  MacPherson  first  came  to  Chapel  Hill  in  1923  to 
institute  a  modem  course  in  pathogenic  bacteriology 
and  establish  an  independent  department  of  bacteriol- 
ogy. 
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He  was  a  past  president  of  the  N.C.  Society  of 
Bacteriologists,  a  fellow  of  the  American  Academy  of 
Microbiology  and  a  member  in  a  number  of  other 
professional  societies. 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


In  a  speech  to  the  Durham-Orange  County  Medical 
Society.  Dr.  William  G.  Aniyan.  vice  president  for 
health  affairs,  challenged  the  society  to  take  the  lead  in 
North  Carolina  and  serve  as  a  model  for  the  nation  in 
"weeding  out  the  unnecessary,  the  inadequate  and  the 
incompetent"  in  medical  practice. 

"In  prescribing  what  is  best  for  our  society  and  our 
country,"  Aniyan  said,  "it  behooves  us  to  speak  from 
a  clean  house  without  any  skeletons  in  the  closets." 

Such  a  step  is  essential,  he  said,  "to  assure  the 
public  with  good  conscience  that  the  medicine  we 
practice  in  our  institutions  is  worthy  of  their  trust." 

Putting  it  in  a  national  perspective,  Aniyan  said 
"there  is  hardly  a  hospital  in  this  country  where  less 
than  fully  competent  medical  and  surgical  care  isn't 
being  rendered. 

"We  are  not  doing  an  adequate  job  in  weeding  out, 
on  a  voluntary  basis,  the  less-than-competent.  those 
who  by  commission  or  omission  are  not  rendering 
adequate  patient  care,  whether  this  be  by  lack  of  train- 
ing or  inadequacy  of  keeping  up  with  up-to-date 
medicine." 

Aniyan  cited  a  sequence  on  the  CBS  "60  Minutes" 
program  that  centered  on  medical  incompetence  in 
dealing  with  reconstructive  facial  and  breast  surgery. 

"What  the  public  saw  on  '60  Minutes'  is  going  on." 
Aniyan.  a  surgeon,  stated.  "It  is  a  reprehensible  black 
mark  on  our  profession.  It  is  time  we  stopped  behav- 
ing like  ostriches." 

The  medical  society,  Aniyan  said,  is  unique  —  "It  is 
blessed  with  practitioners  in  the  community  of  the 
highest  caliber  and,  in  addition,  has  the  resources  of 
two  major  academic  medical  centers." 

"I  therefore  ask  the  leadership  of  this  society." 
Aniyan  said  at  the  meeting  on  the  Duke  campus,  "to 
make  the  Durham-Orange  County  Medical  Society 
the  pacesetter  for  the  State  of  North  Carolina  and 
indeed  the  model  for  the  nation." 


During  the  past  several  years,  national  polls  have 
indicated  that  Americans  trust  their  physicians  more 
than  any  group  of  professionals. 

A  Duke  psychiatrist  believes  that  the  need  to  main- 
tain this  trust  places  a  tremendous  strain  on  some 
physicians.  As  a  result,  he  says,  a  disturbingly  high 
and  usually  unreported  number  of  them  abuse  drugs  or 
attempt  suicide  in  this  country  every  year. 


In  a  recent  issue  of  Suicide  and  Life-Threatening 
Behavior.  Dr.  Bernard  Bressler  wrote  that  other  doc- 
tors often  compound  the  problem  instead  of  helping  to 
solve  it  by  treating  their  emotionally  disturbed  peers 
"as  social  outcasts." 

"In  the  United  States  each  year  the  equivalent  of  an 
average-size  medical  school  class  commits  suicide, 
with  the  highest  incidence  of  such  suicides  occurring 
in  the  decade  after  the  completion  of  training,"  Bres- 
sler said. 

"In  other  words,  five  to  10  years  after  they  have 
completed  medical  training  and  left  their  medical  in- 
stitutions, the  value  of  these  highly-trained  profes- 
sionals is  either  much  curtailed  or  wholly  lost  to  the 
community." 

Estimates  of  drug  abuse  and  suicides  among  physi- 
cians vary  from  two  to  three  times  those  for  the  gen- 
eral population,  the  psychiatry  professor  pointed  out. 

"Role  strain,  the  result  of  having  to  perform  despite 
admitted  difficulties,  is  one  of  the  occupational 
hazards  for  physicians,"  he  said.  "In  contrast  to  sub- 
culture addiction,  physicians  may  turn  to  drugs  to 
maintain  their  work  loads  and  efficiency,  as  a  means  to 
an  end.  not  an  end  in  themselves. 

"Even  when  the  physician  is  faced  with  fatigue  or 
insecurity  he  feels,  because  of  his  esteemed  position  in 
the  community,  that  he  must  be  and  appear  to  be 
energetic ,  competent ,  certain  and  expert  at  all  times. " 

Bressler  recommends  that  considerably  more  effort 
be  made  in  American  medical  schools  to  make  stu- 
dents aware  of  their  own  vulnerabilities. 

He  also  urges  a  greater  selectivity  in  choosing  less 
compulsive  medical  students,  especially  among  those 
who  are  to  pursue  psychiatric  training  because  suicide 
rates  for  psychiatrists  have  been  estimated  at  two  to 
three  times  those  of  physicians  in  general. 


Dr.  David  C.  Sabiston  Jr.,  James  B.Duke  Professor 
and  chairman  of  the  Department  of  Surgery,  has  been 
elected  president  of  the  American  Surgical  Associa- 
tion, the  oldest  and  most  prestigious  national  society 
of  surgeons  in  the  United  States. 

He  is  the  96th  president  of  the  group,  succeeding 
Dr.  Claude  E.  Welch  of  the  Harvard  Medical  School 
and  Massachusetts  General  Hospital  in  Boston. 

"Dr.  Sabiston's  election  brings  tremendous  honor 
not  only  to  himself,  but  also  to  our  Department  of 
Surgery  and  to  Duke  University  Medical  Center," 
said  Dr.  William  G.  Aniyan,  vice  president  for  health 
affairs. 

A  1947  graduate  of  Johns  Hopkins  University 
School  of  Medicine,  Sabiston  was  professor  of 
surgery  at  Hopkins  in  1964  when  he  was  invited  to  join 
the  faculty  at  Duke  as  chairman  of  surgery. 

The  Onslow  County.  N.C  native  is  editor  of  the 
Davis-Christopher  Textbook  of  Surgery  and  co-editor 
of  Surgery  of  the  Chest,  two  of  the  most  widely-read 
medical  texts  used  in  this  country  and  abroad.  Sabis- 
ton has  lectured  at  more  than  50  universities  through- 
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■  Most  Widely  Prescribed -Anti  vert  is  the  most  widely  pre- 
scribed agent  tor  the  management  of  \-ertigo"'  associated  with 
diseases  ai^ecting  the  vestibular  system  such  as  Meniere's  disease, 
labyrinthitis,  and  vestibular  neuronitis. 

■  Relief  of  Nausea  and  Vomiting -Anti  vert/2  5  can  relie\e  the 
nausea  and  \\>miting  often  associated  with  sertigo: 

■  Dosage  for  Vertigo*  —The  usual  adult  dosage  for  Antivert/25 
IS  one  tablet  t.i.d. 

BRIEF  SL'MM'\RY  OF  rRESCRIBlNG  INFc^RNUTION 


"INDICATION'S  Based  on  a  re\ne\v  of  this  drup  hv  the  NaDoral  Academy  of 
Sciences —Naaonal  Research  Council  and/or  other  intormanon.  FDA  has  classified 
the  indicanons  as  follows: 

Effectivt^.  Management  of  nausea  and  von*uting  and  dizziness  associated  with 
motion  sickness. 

Pomhly  Effecni'e  Management  oi  verogo  assoaated  \Mth  diseases  affecDng  the 
vesnbuiar  system. 

Rnal  classificanon  o(  the  less  than  eftecn\e  indications  requires  further 
in\'estigation 


,-.vi,-.-^3?^ 

g  Balanced  Rock,  Chiricaliua  Mountains.  Arizona  (approx  1,000  tons 

CONTRAINDICATIONS.  Adminisn-anon  of  Antivert  (meclizine  HCl)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  adminisn-anon  of  mecli:nne  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspnng  Limited  studies  using  doses  of  over  100  mg./ 
kg  /day  in  rabbiLs  and  10  mg  /kg  /day  in  pigs  and  monkeys  did  not  show  cleft  palate 
Congeners  of  meclmne  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  indi\iduals  who  have  shown  a  pre\nous  h\per- 
sensin\it\'  to  it 

WARNINGS  Since  drowsiness  may.  on  occasion,  occur  with  use  of  this  drug,  panents 
should  be  warned  of  this  possibility'  and  caunoned  against  dn\-ing  a  car  or  operating 
dangerous  machinery 

Usage  m  Oiildrcn  Clinical  studies  establishing  safer^'  and  effectiveness  in  children 
have  not  been  done,  therefore,  usage  is  not  recommended  in  the  pediatnc  age  group 

L'stige  m  Pre^incy:  See  "Contraindications 
ADXTRSE  REACTIONS   Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
\'ision  ha\-e  been  reported 

More  detailed  professional  information  a\'ailable  on 
request 


Antivert725 

(meclizine  HCl)  25  mg.Tablets 

for  vertigo* 


ROeRIG<9 

A  division  of  Ptizer  Pharmaceuiicais 
New  York,  New  York  10017 


®  Each  capsule  contains  50  mg,  of 
Djrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


umxK 

MAKES  SENSE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A 
bnef  summary  follows: 


WARNING 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  indi- 
vidual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  Treatment 
of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  m  each 
patient  warrant. 


Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted.  Routine  use  of  diuretics  in  healthy 
pregnant  women  is  inappropriate;  they  are  indi- 
cated m  pregnancy  only  when  edema  is  due  to 
pathological  causes  (see  Warnings). 
Contraindications:  Further  use  in  anuria,  pro- 
gressive renal  or  hepatic  dysfunction,  hyper- 
kalemia. Pre-exjsting  elevated  serum  potassium. 
Hypersensitivity  to  either  component  or  other 
sulronamide-denved  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets   should  not  be  used.    Hyper- 


kalemia can  occur,  and  has  been  associated  with 
cardiac  irregularities.  It  is  more  likely  in  the 
severely  ill,  with  urine  volume  less  than  one  liter/ 
day.  the  elderly  and  diabetics  with  suspected  or 

confirmed  renal  insufficiency.  Periodically,  serum 
K+  levels  should  be  determined.  If  hyperkalemia 
develops,  substitute  a  thiazide  alone,  restrict  K+ 
intake.  Associated  widened  QRS  complex  or 
arrhythmia  requires  prompt  additional  therapy. 
Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood.  Use  in  pregnancy  requires  weighing 
anticipated  benefits  agamst  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombo- 
cytopenia, other  adverse  reactions  seen  in  adults. 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk.  If  their  use  is  essential,  the  patient 
should  stop  nursing.  Adequate  information  on 
use  in  children  is  not  available. 
Precautions:  Do  periodic  serum  electrolyte  de- 
terminations (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BL'\  and  serum  creatinine 
determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs 
of  impending  coma  in  severe  liver  disease.  If 
spironolactone  is  used  concomitantly,  determine 
serum  K+  frequently;  both  can  cause  K+  reten- 
tion and  elevated  serum  K+ .  Two  deaths  have 
been  reported  with  such  concomitant  therapy  (in 
one.  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  moni- 
tored). Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  triamterene,  and  leukopenia. 


thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides. 
Triamterene  is  a  weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  spleno- 
megaly. Antihypertensive  effect  may  be  enhanced 
in  post-sympathectomy  patients.  Use  cautiously 
m  surgical  patients.  The  following  may  occur: 
transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  hyperuricemia  and 
gout,  digitalis  intoxication  (in  hypokalemia),  de- 
creasing alkali  reserve  with  possible  metabolic 
acidosis.  "Dyazide"  interferes  with  fluorescent 
measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis, 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and.  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides 
alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for  insti- 
tutional use  only). 
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out  the  world  and  has  held  visiting  professorships  at  37 
universities. 

Ten  other  current  or  retired  Duke  surgeons  are 
members  of  the  American  Surgical  Association. 


Dr.  Samuel  L.  Katz.  W.  C.  Davison  professor  of 
pediatrics,  has  been  installed  as  President  of  the  As- 
sociation of  Medical  School  Pediatric  Department 
Chairmen. 

The  organization  includes  department  chairmen 
from  130  universities  in  the  United  States  and  Canada 
who  meet  regularly  to  consider  undergraduate  and 
graduate  pediatric  educational  programs  and  policies. 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Dr.  Richard  Burt,  professor  and  former  chairman  of 
the  Department  of  Obstetrics  and  Gynecology,  has 
retired  after  26  years  as  a  member  of  the  Bowman 
Gray  faculty. 

He  succeeded  Dr.  Frank  R.  Lock  as  chairman  of  the 
Department  of  Obstetrics  and  Gynecology  in  1966  and 
held  that  position  five  years  before  returning  to  full- 
time  teaching,  research  and  patient  care. 

Dr.  Burt  is  internationally  prominent  for  his  re- 
search on  changes  in  body  chemistry  and  problems  of 
diabetes  during  pregnancy.  As  a  result  of  this  work,  he 
was  awarded  a  Research  Career  Professorship  in  1962 
by  the  National  Institutes  of  Health. 

Among  Dr.  Burt's  accomplishments  have  been  the 
development  of  a  training  program  in  reproductive 
biology  and  the  establishment  of  a  fertility  clinic.  He 
had  a  leading  role  in  the  development  of  the  medical 
school's  Clinical  Research  Center  and  was  the  first 
director  of  this  unit. 

He  also  had  a  prominent  role  in  the  development  of 
the  medical  school's  graduate  studies  program,  which 
offers  courses  leading  to  the  M.S.  and  Ph.D.  degrees 
in  the  basic  medical  sciences. 

He  has  served  as  an  examiner  of  the  American 
Board  of  Obstetrics  and  Gynecology,  as  a  member  of 
the  Executive  Committee  of  the  American  College  of 
Obstetrics  and  Gynecology  and  as  a  member  of  the 
editorial  board  of  that  organization's  journal. 
"Obstetrics  and  Gynecology." 


The  Bowman  Gray  School  of  Medicine  has  de- 
veloped a  training  program  to  prepare  public  health 
nurses  to  care  for  people  with  hypertension. 

Early  this  year  almost  $22,000  was  awarded  to  the 
school  by  North  Carolina's  Department  of  Human 


Resources  to  develop  the  program.  It  began  in  May 
when  nurses  came  to  Winston-Salem  for  training. 

The  program  involves  courses  on  the  cause  of 
hypertension,  performing  limited  physical  examina- 
tions and  on  managing  hypertension.  There  also  will 
be  clinical  experiences  for  the  nurses,  as  well  as  semi- 
nars and  the  study  of  case  histories  of  people  with 
hypertension. 

Using  computer  facilities  in  Bowman  Gray's  lib- 
rary, the  nurses  not  only  will  be  able  to  study  case 
histories,  they  also  will  be  able  to  evaluate  their  own 
progress  in  the  program. 

Dr.  Michael  Moore,  assistant  professor  of 
medicine,  developed  the  program,  which  will  be  of- 
fered several  times  through  the  summer.  One-day  ses- 
sions for  physicians,  updating  information  on  the 
diagnosis  and  treatment  of  hypertension,  also  are 
planned. 


The  96  students  in  Bowman  Gray's  graduating  class 
have  received  house  officer  appointments  for  1977-78. 
The  students,  who  received  the  M.D.  degree  during 
graduation  exercises  May  16,  will  take  house  officer 
training  in  57  hospitals  in  23  states,  the  District  of 
Columbia  and  Canada.  Almost  60  per  cent  will  train  in 
a  primary  care  specialty.  Twenty-four  graduates  will 
be  house  officers  at  North  Carolina  Baptist  Hospital, 
the  medical  school's  principal  teaching  hospital. 


The  Cancer  Research  Center  at  Bowman  Gray  has 
acquired  a  new  piece  of  equipment  which  promises  to 
enable  physicians  to  make  better  use  of  chemical 
agents  in  the  treatment  of  cancer. 

The  Coulter  laser  microfluorometer  uses  a  laser 
beam  to  measure  the  size  of  cells  and  to  determine  the 
stage  a  cell  has  reached  in  its  cycle  of  reproduction.  It 
also  sorts  cells  for  use  in  research. 

Knowing  the  stage  a  cancer  cell  has  reached  in  its 
reproduction  permits  physicians  to  make  the  most 
effective  use  of  the  many  chemicals  now  available  to 
cancer  specialists.  The  DNA  in  each  cell  can  be 
stained  and  measured  by  the  microfluorometer.  per- 
mitting doctors  to  know  precisely  that  the  cell  is  in  a 
stage  where  it  is  most  susceptable  to  particular  chemi- 
cals. 

Because  the  equipment  is  still  so  new  and  because  it 
requires  that  cells  be  in  a  particular  type  of  solution, 
time  is  needed  to  develop  techniques  to  prepare  cells 
for  analysis  by  the  microfluorometer  and  to  explore 
ways  it  can  be  used  in  the  direct  care  of  patients. 


A  faculty  member  and  two  students  at  Bowman 
Gray  have  been  awarded  scholarships  to  study  the 
National  Health  Service  in  England  this  summer. 

Dr.  Robert  Diseker,  associate  professor  of  com- 
munity medicine,  is  the  first  Bowman  Gray  faculty 
member  to  participate  in  the  study  program.  He  will 
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join  Nick  Chrisoff  and  Ken  Fabert.  rising  junior  medi- 
cal students,  in  England. 

The  three  have  received  King's  Fund  Scholarships, 
which  are  arranged  through  the  King  Edward  VIII 
Fund  and  the  Duke  Endowment.  The  fund  was  estab- 
lished by  the  estate  of  King  Edward  VIII  for  philan- 
thropic purposes  related  to  health  education  and  med- 
ical research. 

Study  of  the  National  Health  Service  is  done  at 
King's  Fund  College  in  London  and  at  health  institu- 
tions throughout  England  and  Wales. 


Dr.  Clara  M.  Heise,  assistant  professor  of  radiol- 
ogy, has  been  elected  the  first  president  of  the  South- 
east Chapter  of  the  Clinical  Radioassay  Society, 


Dr.  Phillip  M.  Hutchins,  associate  professor  of 
physiology  and  pharmacology,  has  been  elected  to  the 
program  committee  of  the  second  World  Congress  on 


Microcirculation. 


Drs.  Vera  and  David  Mace  have  received  degrees  of 
Doctor  of  Humane  Letters  from  Alma  College,  Alma, 
Mich.  Dr.  Mace  is  professor  of  family  sociology.  He 
and  his  wife  are  co-founders  and  co-presidents  of  the 
Association  of  Couples  for  Marriage  Enrichment. 


AMERICAN  BOARD  OF  FAMILY  PRACTICE 

A  total  of  2,275  family  physicians  became  diplo- 
mates  of  the  American  Board  of  Family  Practice  by 
virtue  of  having  passed  the  certification  examination 
given  last  October.  New  diplomates  from  North 
Carolina  are  Drs.  Joseph  E.  Agsten,  Kenneth  Banks, 
John  F.  Baumrucker,  G.  Ruffin  Benton,  III,  Robert  L. 
Blake,  Jr.,  Charles  W.  Blount,  Jr.,  Vamik  Bombatepe, 
Thomas  Bernard  Cannon,  Robert  James  Cappa,  Nady 
M.  Cates,  III,  Charles  Otis  Chrysler.  A.  J.  Deleon, 
Gary  Amon  Dillard,  J.  Elliott  Dixon,  John  Keith  Earl, 
CaHton  D.  Everhart,  Roy  D.  Flood,  William  F.  Folds, 
Robert  Hugh  Foreman,  Timothy  William  Greist, 
George  P.  Guiteras,  Robert  Hagberg,  Winfield  Hardy, 
Sampson  E.  Harrell,  Randy  B.  Hartman,  Roy  E.  Har- 
vey, III,  C.  Dwight  Hedgepeth,  Joel  Harvey  Heller, 
Jae  H.  Hong,  David  S.  Jackson,  Jr.,  Robert  Spurgeon 
Jones,  Jack  Alexander  Koontz,  Michael  N.  Leblang, 
Edward  H.  Lesesne,  Jr.,  Michael  E.  Luce,  Philip  Ro- 
gers Mann,  Donald  Kenneth  Mclntyre,  Quentin  A. 
Mewborn,  Jr.,  Ernest  T.  Newell,  Ramon  Quinones, 
Donald  B.  Reece,  II,  John  L.  Rouse,  III,  Angel  Saenz, 
Jr.,  Russell  A.  Salton.  Ill,  James  H.  Simmons,  Jr., 
John  Larry  Simpson,  Eldene  A.  Smith,  Claude  Earl 
Steen,  Jr.,  Eugene  Ray  Strader,  Robert  J.  Sullivan, 
Jr.,  Jimmy  Lynn  Taylor,  Robert  K.  Thacker,  Jeffrey 
A.  Todd,  Joseph  E.  Walker,  Pierce  Eugene  Watson, 
Winfry  E.  Whicker,  Joseph  E.  Williamson,  Stanley  C. 
Wilson,  S.  T.  Withers,  Jr.,  Harriet  H.  Wooten,  David 
O.  Wright.  Judith  S.  Yongue. 


Month  in 
Washington 


The  Congress  has  received  its  first  major  health  bill 
from  the  Carter  Administration  —  a  massive  and  com- 
plicated program  for  limiting  hospital  revenues  to  a 
nine  or  ten  percent  rise  annually.  Income  from  all 
inpatients,  private  as  well  as  federal  beneficiaries, 
would  be  affected. 

Hospitals  exceeding  the  allowable  increase  could  be 
subjected  to  a  penalty  tax  amounting  to  150%  of  the 
"overcharges."  Such  offenders  also  would  have  to 
reduce  charges  the  following  year. 

The  hospital  plan  received  the  fanfare  of  a  White 
House  send-off,  with  a  statement  by  President  Carter 
and  White  House  briefings  of  affected  groups  and  of 
reporters.  Contrary  to  some  expectations.  Carter  did 
not  use  the  plan  as  the  keystone  of  a  major  health 
message  to  Congress,  though  he  mentioned  national 
health  insurance. 

"Unrestrained  health  costs  also  restrict  our  ability 


to  plan  necessary  improvements  in  our  health  care 
system,"  Carter  said.  "I  am  determined,  for  example, 
to  phase  in  a  workable  program  of  national  health 
insurance.  But  with  current  inflation,  the  cost  of  any 
national  health  insurance  program  the  Administration 
and  the  Congress  will  develop  will  double  in  just  five 
years." 

Congressional  hearings  are  expected  to  open  in  a 
few  weeks  on  the  hospital  program,  which  many  do 
not  expect  to  get  through  Congress  unscathed.  The 
lawmakers  have  been  pushing  to  brake  the  costs  of 
Medicare  and  Medicaid,  but  a  cost-control  program 
involving  an  entire  private  industry  is  a  different  mat- 
ter. There  is  almost  no  sentiment  in  Congress  for  a 
revival  of  wage-price  controls  for  the  economy  as  a 
whole. 

At  the  insistence  of  organized  labor,  the  proposal 
contains  an  exemption  for  hospital  wage  increases 
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which  by  itself  would  appear  to  blow  the  nine  percent 
restraint  out  of  the  water.  A  hospital  could  adjust 
upward  its  permissible  revenue  by  the  amount  of  any 
wage  increase. 

Inpatient  revenues  of  the  6,000  acute-care  hospitals 
in  this  country  are  covered.  Brand  new  hospitals, 
federal  hospitals  and  hospitals  controlled  by  Health 
Maintenance  Organizations  (HMOs)  would  be 
exempt. 

The  legislation  also  imposes  a  limit  on  new  capital 
expenditures,  fixing  a  national  level  for  such  expendi- 
tures below  that  of  recent  years  and  allocating  new 
capital  spending  among  the  states  by  formula.  With 
the  assistance  of  local  planning  agencies,  each  state 
would  determine  how  the  hospitals  can  make  capital 
expenditures. 

States  which  operate  cost  containment  programs 
which  are  capable  of  meeting  federal  criteria  could 
continue  their  own  regulatory  plans. 

President  Carter  said  his  program  will  save  about 
two  billion  dollars  in  fiscal  year  1978  —  starting  next 
October.  This  would  work  out  to  over  $650  million  in 
the  federal  budget,  over  $300  million  in  state  and  local 
budgets  and  almost  $900  million  in  private  health  in- 
surance and  payments  by  individuals.  In  fiscal  year 
1980,  total  savings  were  put  at  $5.5  billion. 

The  American  Hospital  Association  charged  that 
the  control  measure  "would  severely  jeopardize  the 
provision  of  hospital  care  to  the  American  public." 
Hospitals  and  physicians  will  unite  in  opposing  it,  the 
AHA  said. 

"This  proposal  would  not  only  prevent  hospitals 
from  increasing  services  to  patients,  it  would  also 
require  some  to  cut  back  existing  services."  said 
J.  Alexander  McMahon,  President  of  the  AHA,  at  a 
Washington,  D.C.,  news  conference. 

"The  real  victims  would  be  the  sick  and  injured,  and 
for  their  sake,  hospitals  across  the  country  will  unite 
to  oppose  this  bill." 

McMahon  said  the  administration's  proposal  is 
"extremely  complicated  and  would  require  a  huge 
bureaucracy  to  enforce  it,  further  adding  to  hospital 
costs."  He  predicted  flatly  that  Congress  would  reject 
the  plan. 

American  Medical  Association  Executive  Vice 
President,  James  H.  Sammons,  M.D.,  said  that  while 
he  could  not  comment  in  detail  on  the  President's 
proposal  without  study  that  "the  m.edical  profession 
must  be  concerned  about  the  impact  that  this  concen- 
tration on  expenditures  will  have  on  the  quality  and 
availability  of  hospital  care  for  the  American  people." 

Walter  J.  McNemey,  President  of  the  Blue  Cross 
Association,  said  a  program  to  limit  the  rate  of  in- 
crease in  revenues  on  any  segment  of  the  health  care 
industry,  whether  hospitals  or  other  providers,  ought 
to  be  designed  not  only  to  moderate  cost  increases 
but,  equally  important,  to  provide  incentives  for  more 
efficiency  within  the  established  revenue  restric- 
tions." He  urged  greater  flexibility. 

Michael  Bromberg,  Director  of  the  Federation  of 
American  Hospitals  (FAH),  said  the  proposal  "is  un- 


fair and  arbitrary  and  it  will  not  work.  Not  only  is  it 
impossible  to  inhibit  inflation  by  law,  but  there  is  a  real 
danger  that  by  legislating  a  ceiling  on  hospital  costs, 
the  administration  would  be  directing  hospitals  to  cut 
back  on  the  quality  of  health  care  delivery." 

As  Carter  described  his  plan,  "This  legislation  is  not 
a  wage-price  control  program.  It  places  no  restrictions 
on  the  hospital's  ability  to  determine  its  charges  for 
any  particular  service.  It  places  no  limit  on  the  size  of 
any  wage  demand  or  settlement.  The  program  estab- 
lishes an  overall  limit  on  the  rate  of  increase  in  re- 
imbursements, permitting  doctors  and  hospital  ad- 
ministrators to  allocate  their  own  resources  effi- 
ciently, responding  to  local  needs  and  individual  cir- 
cumstances." 

The  cost  containment  system  is  "intended  to  flow 
directly  into  a  long-term  prospective  reimbursement 
system,"  said  Carter.  Congress  and  the  administra- 
tion are  already  at  work  on  this  long-range  system,  he 
added. 

Under  the  bill,  the  basic  limit  on  increases  in  total 
inpatient-care  revenues  would  be  set  by  a  formula 
reflecting  general  price  trends  in  the  economy  as  a 
whole,  plus  an  additional  amount  to  accommodate 
some  increase  in  intensity  of  patient  services. 


A  crucial  vote  is  coming  soon  on  legislation  to  ar.i 
the  Federal  Trade  Commission  with  strong  new  r  w- 
ers  over  business  and  to  expand  its  authorit-  over 
nonprofit  groups,  including  medical  associ    .ons. 

The  full  House  Commerce  Committee  ■  .i  be  taking 
up  a  bill  approved  recently  by  the  Su'  jmmittee  on 
Consumer  Protection.  The  issu'"  ^jits  consumer 
against  business  interests  with  im  rtant  implications 
for  the  medical  community. 

The  FTC  has  been  very  ar  ^e  for  more  than  a  year 
in  the  medical  field,  tak'-  _,  actions  against  medical 
ethical  advertising  cod?  .  relative  value  scales,  mak- 
ing antitrust  inquirif  about  possible  resistance  to 
Health  Maintenan<"  Organizations  (HMOs)  and  chal- 
lenging the  valif*   y  of  professional  accreditation. 

Heretofore  .le  Agency  has  not  had  the  power  to  act 
against  no'-.^rofit  associations  without  contending 
that  it  is  r'  .aling  with  aspects  that  are  essentially  com- 
mercia:.  The  bill  before  the  House  Commerce  Com- 
mit'"es  would  for  the  first  time  make  nonprofit,  pro- 
fe  sional  groups  a  clear  responsibility  of  FTC. 

The  American  Medical  Association  has  urged  that 
nonprofit  organizations  not  be  placed  under  FTC  con- 
trol. 

Testifying  against  the  legislation  (H.R.  3816), 
former  Federal  Communications  Commissioner  New- 
ton Minow,  speaking  for  the  AMA,  warned  Congress 
that  an  FTC  battle  could  devastate  nonprofit  groups. 

"A  host  of  diverse  organizations  having  little  or  no 
impact  on  our  economy  would  become  subject  to  the 
regulatory  jurisdiction  of  the  Commission  if  this  pro- 
vision is  adopted,"  said  Minow.  "Organizations  such 
as  the  Boy  Scouts  of  America,  the  Democratic  Na- 
tional Committee,  the  National  Association  for  the 
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Advancement  of  Colored  People  or  the  United  Fund 
could  suddenly  find  themselves  targets  of  an  FTC 
investigation.  .  .  ." 

Under  H.R.  3816,  the  FTC  could  seize  the  assets 
and  records  of  nonprofit  associations  and  levy  fines 
up  to  $5,000  per  day.  The  AMA  warned  that  this 
extreme  power  was  being  granted,  not  to  the  normal 
repository  of  such  authority  —  the  judiciary  —  but  to  a 
federal  agency. 

"The  cumulative  effect  of  the  vast  punitive  powers 
and  resources  of  the  FTC  would  cause  all  but  the  most 
well-financed  organizations  to  succumb  to  FTC  pres- 
sures and  demands,"  Minow  said.  "It  is  difficult 
enough  for  large  business  corporations,  which  can 
pass  such  costs  on  to  their  customers,  to  do  battle  with 
the  government.  But  for  a  not-for-profit,  charitable, 
scientific  or  educational  organization,  such  a  battle 
can  be  totally  devastating.  The  ends  of  justice  are  not 
served  where  vindication  also  means  bankruptcy."" 

Mr.  Minow  also  warned  that  charities  subjected  to 
such  treatment  would  be  hardpressed  and  would  be 
forced  to  rechannel  funds  from  humanitarian  direc- 
tions to  legal  protection. 

"Every  dollar  that  the  American  Cancer  Society 
was  required  to  spend  on  Federal  Trade  Commission 
matters  would  be  one  less  dollar  for  cancer  research."" 

Focusing  on  the  health  sector,  the  AMA  spokesman 
pointed  out  that  many  aspects  of  the  health  field  today 
don't  correspond  to  the  free  competition  model, 
which  is  the  credo  of  the  FTC.  For  example,  certifi- 
cate of  need  requirements,  placed  on  health  care 
facilities  by  the  1974  Health  Planning  Act  prevent 
unrestricted  and  competitive  expansion  by  hospitals. 

"The  Federal  Trade  Commission  has  gone  on  rec- 
ord as  opposing  certificate  of  need  laws  as  anti- 
competitive," said  Minow.  "If  these  health  care  in- 
stitutions are  broug'.il  within  the  jurisdiction  of  the 
Commission,  they  will  *hus  be  faced  with  conflicting 
governmental  obligations  "'  Similarly,  the  Maximum 
Allowable  Cost  regulations  mandated  that  costs  for 
drugs  supplied  under  Medicare  and  Medicaid  should 
not  be  established  by  free  markei  but  rather  by  a  price 
fixed  by  the  Department  of  Health,  Education  and 
Welfare.  "Extension  of  the  FTC's  jurisdiction  to  or- 
ganizations governed  by  such  conflicting  policy  and 
regulatory  programs  would  be  inconsistent  with  pre- 
vious expressions  of  congressional  policy  in  this 
area,"  the  AMA  spokesman  claimed. 

Minow  cautioned  that  the  proposed  extension  of 
FTC  authority  would  ultimately  work  against  the  pub- 
lic interest. 

"Professional  societies  are  continually  exhorted  to 
exercise  more  supervision  and  regulation  over  the 
conduct  of  their  members.  The  Commission,  how- 
ever, would  release  these  individuals  from  the  ethical 
structures  of  professional  associations  and  subject  the 
public  to  action  based  upon  the  unrestrained  ingenuity 
of  individual  professionals  with  only  the  government 
able  to  guard  against  any  excess." 

The  short  and  unhappy  bureaucratic  life  of  Chris- 


topher Fordham,  M.D.,  has  been  concluded  in  a 
policy  dispute  with  HEW  Secretary  Joseph  Califano. 
Dr.  Fordham,  designated  to  be  the  Assistant  HEW 
Secretary  for  Health,  spent  several  weeks  on  the  job 
before  deciding  he  had  had  enough.  The  physician  re- 
turned to  the  University  of  North  Carolina  where  he 
heads  the  medical  school. 

Dr.  Fordham's  decision  to  leave  rocked  the 
Washington  health  establishment  and  the  HEW  De- 
partment. Fordham  concluded  the  Assistant  Secre- 
taryship had  been  stripped  of  authority  and  that  others 
in  the  department,  especially  Califano,  would  be  call- 
ing the  shots  on  health-policy  matters. 

The  nomination  of  Dr.  Fordham  was  ready  to  go  to 
the  Senate  when  he  made  his  announcement  in  a  brief 
letter  to  Califano  citing  "deep  personal  reasons."  The 
North  Carolinian  would  have  been  the  final  member  of 
the  HEW  top  command  to  be  officially  seated  at  the 
agency. 

The  delay  in  filling  the  spot,  and  the  reason  for  Dr. 
Fordham's  leaving,  is  caused  by  the  downgrading  of 
the  position  as  a  result  of  the  HEW  reorganization  in 
which  effective  control  over  Medicare  and  quality 
assurance  has  been  taken  from  the  health  branch  of 
HEW  and  given  to  the  new  Health  Care  Financing 
Administration  (HCFA). 


The  nation's  health  shows  steady  improvement,  ac- 
cording to  a  23-year  mortality  survey  by  the  National 
Center  for  Health  Statistics. 

Since  1950,  the  death  rate  from  stroke  and  heart 
disease  has  declined  steadily  in  those  aged  25  to  74  and 
deaths  from  tuberculosis,  once  a  leading  cause,  now 
number  3,000  annually. 

Dorothy  Rice,  the  director  of  the  center  told  the 
Senate  Health  Subcommittee  that  "the  spectacular 
decline  in  death  rates  from  heart  disease  may  well 
reflect  improvement  in  medical  care  .  .  .  there  appears 
to  have  been  no  reduction  in  the  incidence  of  heart 
disease  during  this  period  of  sharply  declining  mortal- 
ity." 

The  mortality  rate  from  heart  disease  dropped  30% 
in  those  aged  45  to  74,  with  the  biggest  gains  coming  in 
the  last  six  years. 

The  death  rate  from  stroke  fell  even  more  sharply 
during  this  period  —  a  50%  decline  for  the  45-64  age 
group  and  a  45%  reduction  for  those  65  to  74. 

The  aging  of  the  entire  U.S.  population  is  dem- 
onstrated by  the  decline  in  the  overall  death  rate.  After 
leveling  off  in  the  1960's  the  death  rate  has  steadily 
declined  in  the  1970's  and  reached  an  all-time  low  in 
1975  of  8.9  deaths  per  1,000  population. 

Lung  cancer  had  the  biggest  jump  in  death  rate, 
doubling  in  men  and  going  up  four  times  in  women 
since  1950. 

The  increase  has  offset  declines  in  the  death  rate 
from  cancer  of  the  stomach,  rectum,  cervix,  and 
uterus. 

Infant  mortality  declined  from  29.2  to  16.1  deaths 
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per  1,000  live  births,  but  the  United  States  still  ranks 
15th  in  infant  mortality. 

"The  total  rate  -  .  .  masks  persistent  differences  for 
major  population  groups,"  reports  Mrs.  Rice.  The 
death  rate  for  black  infants  is  41%  higher  than  for 
whites  and  for  black  infants  the  mortality  rate  during 
the  first  four  weeks  of  life  (18.3  per  1,000  live  births) 
exceeds  the  death  rate  of  white  infants  during  their 
entire  first  year  of  life  (14.2). 

Mrs.  Rice  attributes  this  to  the  high  birth  rate  among 
black  teenagers  who  receive  inadequate  prenatal  care. 


President  Carter  has  sent  an  expanded  child  health 
screening  program  to  Congress. 

The  Child  Health  Assessment  Program  (CHAP)  will 
replace  Medicaid's  early  and  periodic  screening. 


diagnosis  and  treatment  program  (EPSDT)  for  chil- 
dren. The  CHAP  legislation  calls  for  new  spending  of 
$180  million. 

Under  the  bill,  the  average  federal  payment  to  the 
states  for  health  care  provided  to  children  would  rise 
from  the  current  55%  to  75%. 

Benefits  would  be  extended  to  children  under  age 
six  whose  family  income  level  makes  them  eligible  for 
assistance  but  who  do  not  meet  additional  state  eligi- 
bility requirements. 

States  would  be  encouraged  to  assure  the  availabil- 
ity of  comprehensive  health  providers  for  low-income 
children. 

President  Carter  said  the  CHAP  program  is  "ur- 
gently needed  to  assure  that  more  low-income  chil- 
dren receive  regular,  high-quality  primary  and  preven- 
tive care." 


Book  Review 


Viral  Infections  of  Humans,  Epidemiology  and  Control. 
edited  by  Alfred  S.  Evans.  584  pp.  New  York  and  London: 
Pleunum  Medical  Book  Company,  1976.  $39.50. 


This  has  been  carefully  prepared  by  an  excellent 
group  of  contributors  in  the  fields  of  virology, 
epidemiology  and  public  health. 

Although  it  assumes  a  general  knowledge  of  viral 
genetics,  it  includes  excellent  discussions  of 
epidemiology,  viral-host  interactions,  pathogenesis  of 
viral  diseases  and  immunologic  responses  to  viral  in- 
fections. After  these  general  sections,  the  reader  is 
presented  with  an  in-depth  discussion  of  each  of  the 
major  viral  groups.  Each  group  is  examined  by 
epidemiologic  analysis,  biological  characteristics, 
modes  of  transmission,  pathogenesis  and  immunity, 
and  patterns  of  host  response.  Selected  viruses  repre- 


sentir    c;ach  major  group  are  then  discussed  in  further 
det'  .. 

1  he  last  chapters  deal  with  current  understanding  of 
the  relationships  between  viruses  and  malignant  dis- 
eases. These  sections  are  not  generalized  discussions 
of  the  oncogenic  potential  of  viruses  but  rather  ad- 
dress specific  malignant  processes  (Burkitt's  lym- 
phoma, cervical  cancer  and  nasopharyngeal  car- 
cinoma) and  present  detailed  discussions  of  relevant 
data  implicating  possible  viral  etiologies. 

Viral  Infections  of  Humans,  Epidemiology  and 
Control  represents  an  extensive,  current  reference  of 
clinical  virology.  Although  this  text  is  of  potential 
benefit  to  all  clinicians,  it  is  most  applicable  as  a  refer- 
ence source  for  those  in  infectious  disease,  public 
health  and  epidemiology. 

John  King,  M.D. 
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B.  FRANCIS  BARHAM,  M.D. 

At  the  beginning  of  this  new  year  a  great  loss  was 
sustained  by  the  friends  of  Dr.  Francis  Barham  of 
Asheboro. 

Dr.  Barham  was  bom  in  Eden,  North  CaroHna  on 
March  10,  1912.  He  received  all  of  his  premedical 
education  in  his  home  state.  He  was  graduated  from 
the  University  of  North  Carolina  and  received  his 
initial  medical  training  in  the  two-year  school  there. 
He  received  the  Doctor  of  Medicine  degree  from 
Washington  University. 

Following  completion  of  his  studies.  Dr.  Barham 
interned  at  City  Hospital  in  Winston-Salem.  He  then 
entered  general  practice  in  Mayodan  for  five  years, 
after  which  he  moved  to  Asheboro  and  began  a  long 
active  career  in  the  practice  of  medicine.  He  was 


beloved,  respected  and  honored  by  all  of  those  who 
knew  him  and  were  exposed  to  his  true  interest  in  the 
care  of  patients. 

He  was  an  active  member  of  the  Randolph  County 
Medical  Society,  the  North  Carolina  Medical  Society 
and  the  medical  staff  of  Randolph  Hospital.  He  served 
with  distinction  in  many  capacities  of  responsibility  in 
organized  medicine  in  Randolph  County. 

Dr.  Barham  is  survived  by  his  wife,  Nancy 
McNeely,  four  sons  and  a  daughter.  He  was  always 
immensely  proud  of  the  accomplishments  of  his  family 
and  intensely  interested  and  encouraging  in  all  their 
endeavors. 

Dr.  Barham  was  a  dedicated  physician  who  is  sorely 
missed  by  this  society  and  those  to  whom  he  minis- 


tered. 


Randolph  County  Medical  Society 


A  unique  hi»spital specializing  in  treatment  of 

ALCOHOLISM 
DRUG  ADDICTION 


In  this  restful  setting  away  from  .pressures 
and  free  from  distractions,  ttie  Wiiimgway 
staff,  witfi  understanding  and  compassion, 
carries  out  an  intensive  program  of 
therapy  based  on  honesty  and  responsi- 
bility. The  concepts  and  methods  are  ori- 
ginal, different  and  have  been  highly  suc- 
cessful  for  fifteen   years. 

John    Mooney,    Jr  ,    M  D  ,    Director 
Dorothy   R     Mooney.    Associate   Director 


311   JONES   MILL   RD.,   STATESBORO,   GA.    30458     TEL. (912)   764-6236 
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EMERGENCY  PHYSICIANS,  Full  and  part-time:  Needed  im- 
mediately several  part-time  and  full-time  emergency  physicians 
with  fees  to  $28  per  hour  or  $52,000  per  year,  mal-practice  fur- 
nished. Central  Carolina  Area.  All  inquiries  strictly  confidential. 
Write:  C.M.S.,  P.O.  Box  2154,  Chapel  Hill,  N.C.  27514 

INTERNAL  MEDICINE  RESIDENT,  completing  program  at  the 
Mayo  Clinic,  desires  locums  or  part-time  E.  R.  work  any  portion  of 
August  Ist-September  15th.  Write:  NCMJ-4,  P.O.  Box  27167, 
Raleigh,  N.C.  27611 

HEMATOLOGIST  OR  PATHOLOGIST  for  progressive  blood 
center  drawing  in  excess  of  200,000  units  of  blood  annually.  Full 
service  program  including  plateletpheresis,  frozen  red  cells  and 
tissue  typing.  Excellent  staff.  Salary  $50,000  plus  excellent  fringe 
benefits.  Send  CV  to  Chairman  Search  Committee,  Piedmont 
CaroUnas  Red  Cross  Blood  Center,  P.O.  Box  3507,  Charlotte,  N.C. 
28203 

MEDICAL  SPACE  AVAILABLE  —  prestigious  North  Hills  Profes- 
sional Park  —  ample  parking  —  most  convenient  location  in 
Raleigh  —  utilities,  maintenance  and  janitorial  furnished.  Call 
Rhyne  Associates,  787-9375. 

MEDICAL/PROGRAM  Director,  Physicians's  Assistant  Program, 
Pitt  Technical  Institute:  Individual  must  be  physician;  experience 
in  family  practice  is  desired.  Medical/Program  Director  will  be 
responsible  for  overall  development  of  new  P.A.  Program  including 
instruction  and  administration;  should  be  able  to  provide  compe- 
tent medical  direction  for  classroom/clinical  instruction  and  clinical 
relationships  with  other  educational  programs.  Position  available 
7/1/77;  salary  open.  Closing  date  for  applications — 6-30-77.  For 


information,  contact:  Dr.  Charles  Russell,  Ass't  to  President,  Pitt 
Tech.  Inst.,  P.O.  Drawer  70O7,  GreenviUe,  NC  27834  (919)  756- 
3130,  An  Equal  Opportunity  Employer. 

EMERGENCY  PHYSICIAN:  Career-oriented  emergency  physician 
needed  to  complete  full-time  group  at  excellent  private  hospital  with 
full  specialty  back-up;  university  afTiliations  encouraged;  competi- 
tive salary  and  benefits;  outstanding  opportunity  for  well-qualified 
emergency  physician.  Please  contact:  Douglas  1.  Hammer,  M.D., 
P.O.  Box  30788,  Raleigh,  N.C,  (919)-782-5488. 

CONFERENCES  FOR  MEDICAL  PROFESSIONALS.  A  calendar 
listing  of  over  500  national'international  meetings,  conferences  and 
seminars  in  the  medical  sciences  for  1977.  All  medical  specialties 
included.  Send  a  $10.00  check  or  money  order  payable  to  Profes- 
sional Calendars,  P.O.  Box  40083,  Washington,  D.C.  20016. 

EMERGENCY  PHYSICIANS  WANTED:  HospiUI  seeking  to  begin 
full  time  emergency  physician  coverage.  Need  two  men  at  this  time. 
Prefer  Emergency  Medical  Trained  Men;  however,  not  necessary. 
Graduate  of  American  Medical  School.  Salary,  $50,000  range. 
Excellent  area  for  hunting,  fishing,  water  sports,  etc.  Contact:  John 
P.  Davis,  Administrator,  Beaufort  Countv  Hospital,  East  12th 
Street,  Washington,  N.C.  27889. 

PHYSICIANS  NEEDED:  M.D.'s  having  completed  or  near  comple- 
tion of  internships  or  residencies  for  hospital/clinics/flight  surgeon 
duties.  Choice  of  duty  station,  $30,000-40,000  starting  salary, 
travel  and  relocation  expenses  paid,  30  days  paid  vacation  annu- 
ally, duty  rotation  allows  excellent  family  life.  Contact  LT.  Ron 
Hewett,  Navy  Physician  Programs,  Navy  Recruiting  District,  P.O. 
Box  18568,  Raleigh,  N.C.  27609  or  call  coUect  (919)  872-2547. 


June  1977.  NCMJ 


359 


le^»i(«iHBi 


■ L««»J»UIH  — 


Index  to 
Advertisers 


American  Medical  Laboratories 301 

Armour  Pharmaceutical  Company 347 

Beltone  Electronics 331 

Carolina  Systemedics 346 

Crumpton,  J.  L.  and  J.  Slade,  Inc 315 

Golden-Brabham  Insurance  Agency  345 

Kiawah  Island    300 

Lilly,  Eli  &  Company Cover  1 

Mandala  Center 316 

Medical  Liability  Mutual  Insurance  Company  of 

North  Carolina 299 

Mutual  of  Omaha 317 

Pennwalt  Corporation   332,  333 


Pharmaceutical  Manufacturers 

Association 340,  341 

Purepac  Pharmaceutical  Company 318 

Roche  Laboratories Cover  2,  Cover  3,  Cover  4 

Roerig  &  Company  338,  339,  351 

Smith,  Kline  &  French 

Laboratories 307,  308,  309,  310,  352 

Squibb,  E.  R.  &  Sons,  Inc 303,  304,  305,  306 

United  States  Air  Force 311 

Upjohn  Company 334 

Willingway,  Inc 358 

Winchester  Surgical  Supply  Company, 

Winchester-Ritch  Surgical  Company 360 


WINCHESTER 

"CAROUNAS'  HOUSE  OF  SERVICE" 


Winchester  Surgical  Supply  Company 

200  South  TorrenceSt.        Chariotte,  N.C.  28204 
Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.        Greensboro,  N.C.  27401 
Phone  No.  919-272-5656 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROUNA 
and  SOUTH  CAROUNA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carohna 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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THE 
ANXIETY-SPECIFIC. 

•  a  predictable  pattern  of  patient  response 

•  seldom  associated  with  serious  side  eftects,  in  proper  dosage 

•  rarely  interferes  with  mental  acuity 

•  used  concomitantly  with  many  primary  medications 

•  three  dosage  strengths  meet  most  patient  needs 

UBRIUM  ^ 

chlordiazepoxide  HCI  Roche 


Before  prescribing,  please  consult  com- 
plete product  information,  a  summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g  ,  operating 
machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  orthose  who  might  in- 
crease dosage:  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possi- 
bility of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  toler- 
ated. Not  recommended  in  children  under 
six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 


5nig,10mg,  25mg  capsules 

Libritahs"*  (chlordiazepoxide)  available 
m  5  mg,  lOmg  and  25  mg  tablets. 


tropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Ob- 
serve usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e  g..  excitement,  stimu- 
lation and  acute  rage)  have  been  reported 
in  psychiatric  patients  and  hyperactive  ag- 
gressive children.  Employ  usual  precau- 
tions intreatmentof  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective 
measures  necessary  Variable  effects  on 
blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants:  causal  relation- 


ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction: 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunc- 
tion have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted 
therapy 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 
5  or  10  mg  t.i.d.  or  q.i.d.;  severe  states, 
20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
5  mg  b.i.d.  to  q.i.d.  (See  Precautions  ) 
Supplied:  Librium's"  (chlordiazepoxide  HCI) 
Capsules.  5  mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
100.  available  in  trays  of  4  reverse-num- 
bered boxes  of  25.  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10. 
Libritabs®  (chlordiazepoxide)  Tablets, 
5  mg,  10  mg  and  25  mg— bottles  of  100 
and  500.  With  respect  to  clinical  activity, 
capsules  and  tablets  are  indistinguishable. 
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Since  its  discovery  in  the  research  laboratories  at  Roche,  Librium 
has  been  the  object  of  ongoing  pharmacologic  and  clinical  investigation. 

The  published  record  on  Librium  is  enormous.  So  large,  in  fact,  we 
put  it  into  a  computer  literature  retrieval  system  to  make  it  more  accessible 
in  answering  your  inquiries.* 

It's  a  record  that  reveals  a  consistent  pattern  of  patient  response. 
A  highly  favorable  benefits- to-risk  ratio.  And  minimal  interference  with 
many  primary  medications. 

Doing  one  thing  well.  Basically,  that's  what  Librium  is  all  about. 


LIBRIUM  ^^ 

chlordiazepoxide  HCI  Roche 


ROCHE 


If  you  have  a  question  about  Librium 
or  anv  other  Roche  product,  write  to 
Professional  Ser\'ices,  Roche  Laboratories, 
Nutley,  New  Jersey  07110. 

Please  see  preceding  page 
for  a  summary  of 
product  information. 
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